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Executive  Summary 

Meeting  the  multiple  and  complex  needs  of  substance-using  pregnant  women  and  their 
children  is  one  of  the  most  serious  challenges  facing  state  governments  today.  An 
appropriate  and  effective  response  requires  an  extensive  and  ongoing  collaborative 
effort  by  a  broad  array  of  health,  alcohol  and  drug  abuse,  child  welfare,  and  social 
service  agencies.  Although  it  can  be  extremely  difficult  to  plan  and  implement,  such  an 
effort  is  essential  if  states  are  to  continue  to  make  progress  in  reforming  health  programs 
for  pregnant  women  and  children  and  truly  impact  the  health  status  of  these  populations. 

Although  more  research  is  needed  to  fully  comprehend  the  nature,  extent,  and 
impact  of  perinatal  substance  use,  a  great  deal  already  is  understood.  Prevalence  studies 
indicate  a  serious  problem,  with  as  many  as  11  percent  of  babies  born  each  year  having 
been  exposed  to  illicit  drugs  in  utero;  many  others  are  exposed  to  alcohol  and  tobacco. 
Substance  use  during  pregnancy  lowers  the  health  status  of  both  the  mother  and  her 
unborn  child,  placing  them  at  risk  for  many  medical  and  developmental  complications. 
Substance  use  among  pregnant  women  also  has  implications  for  the  social  services, 
child  welfare,  and  criminal  justice  systems.  Clearly,  the  nation  must  address  the 
problem  of  perinatal  substance  use. 

Yet  the  current  treatment  system  is  inadequate.  Not  only  is  there  a  lack  of 
capacity,  but  services  are  not  tailored  to  meet  the  unique  needs  of  pregnant  and 
parenting  women.  Developing  and  implementing  effective  programs  to  reach  and  treat 
pregnant  substance  users  will  require  the  creativity  and  expertise  of  policymakers  and 
practitioners  at  all  levels  of  government  and  in  different  agencies,  including  Medicaid, 
maternal  and  child  health,  alcohol  and  drug  abuse,  and  child  welfare  agencies.  En- 
couragingly, agencies  at  both  the  state  and  federal  levels  that  develop  policies  and 
administer  programs  for  substance-using  pregnant  and  parenting  women  and  their 
children  have  placed  a  priority  and  focused  more  resources  on  meeting  the  needs  of 
these  vulnerable  populations. 

The  National  Governors'  Association  Survey  of  State  Programs  for  Substance- 
Using  Pregnant  Women  and  Their  Children  found  that  states  are  devoting  considerable 
energy  to  finding  appropriate  solutions  to  the  problem  of  perinatal  substance  use.  The 
vast  majority  of  states  have  formed  special  task  forces  or  workgroups,  composed  of 
representatives  from  multiple  state  health  and  social  service  agencies,  to  study  this 
complex  problem  and  help  develop  an  effective  response. 

The  NGA  survey  also  identified  a  number  of  states,  including  those  highlighted 
in  this  report,  that  have  implemented  promising  and  innovative  programs  to  serve 
substance-using  pregnant  women  and  their  children.  California,  Florida,  Illinois, 
Maryland,  Massachusetts,  Michigan,  New  York,  Oregon,  South  Carolina,  and 
Washington  have,  through  coordination  and  collaboration,  developed  comprehensive 
systems  of  care  to  help  meet  the  multiple  health,  substance  abuse  treatment,  and  social 
needs  of  pregnant  and  parenting  women  who  use  alcohol  and  other  drugs.  Although  the 
approaches  taken  by  these  states  differ,  all  have  significantly  expanded  the  number  and 
accessibility  of  treatment  services  for  women.  Moreover,  these  states  have  succeeded  in 
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minimizing  punitive,  criminal  justice  responses  to  the  perinatal  substance  use  problem 
in  favor  of  prevention  and  treatment  interventions. 

Despite  the  initiatives  of  numerous  state  and  federal  agencies,  problems  persist 
in  the  accessibility,  capacity,  and  integration  of  programs  for  pregnant  substance  users 
and  their  children.  The  existing  treatment  system  cannot  support  the  estimated  number 
of  women  who  use  substances  during  pregnancy.  Moreover,  within  the  current  treat- 
ment system,  few  programs  provide  the  broad  but  specialized  services  that  are  required 
to  effectively  serve  these  populations.  Finally,  many  women  in  need  of  help  are  not 
identified  and  many  are  reluctant  to  seek  care  because  they  fear  they  will  be  prosecuted 
and/or  that  their  children  will  be  removed  from  their  custody.  To  effectively  address  the 
problem  of  perinatal  substance  use,  state  and  federal  agencies  will  need  to  continue  to 
expand,  enhance,  and  coordinate  the  resources  and  expertise  of  the  health  care, 
substance  abuse  treatment,  child  welfare,  and  social  service  systems.  In  addition,  state 
and  federal  governments  may  want  to  augment  outreach  and  education  campaigns  in 
order  to  reach  not  only  the  substance-using  pregnant  women  and  their  children  who 
need  help,  but  also  the  multiple  service  providers  that  serve  them. 
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Introduction 


Since  the  late  1980s,  states  have  launched  far-reaching  and  ambitious  initiatives  to 
address  the  nation's  infant  mortality  crisis.  Working  collaboratively,  Medicaid  and 
maternal  and  child  health  program  officials  have  strived  to  improve  both  access  and 
quality  in  publicly  funded  prenatal  care  delivery  systems.  Although  tremendous 
progress  has  been  made  in  reforming  prenatal  care  programs,  states  recognize  that 
certain  subpopulations  of  pregnant  women  still  present  special  challenges.  Specific 
initiatives  are  required  to  reach  and  treat  pregnant  women  who  are  experiencing 
problems  with  alcohol  and  other  drugs.  State  policymakers  are  now  beginning  to  turn 
their  attention  to  addressing  the  complex  needs  of  pregnant  substance  users  and  their 
children.  These  new  efforts  build  upon  the  expansions  and  enhancements  that  have  been 
made  to  state  perinatal  programs. 

In  recent  years,  financial  access  to  health  care  for  poor  and  near-poor  pregnant 
women  and  children  has  improved  dramatically.  Since  the  Omnibus  Budget  Reconcilia- 
tion Act  of  1986  first  allowed  states  to  decouple  eligibility  for  Medicaid  and  Aid  to 
Families  with  Dependent  Children  (AFDC),  every  state  has  broadened  coverage  to 
these  populations.  Today,  all  states  provide  Medicaid  coverage  to  pregnant  women  and 
children  below  age  six  living  in  families  with  incomes  below  133  percent  of  the  federal 
poverty  level.  However,  the  majority  of  states  have  voluntarily  expanded  coverage  to 
these  populations  even  further. 

States  also  have  made  significant  inroads  in  addressing  other  barriers  to  care 
faced  by  low-income  pregnant  women.  Strategies  aimed  at  making  the  Medicaid 
eligibility  process  easier,  more  accessible,  and  more  efficient  have  been  implemented  in 
nearly  all  states.  Moreover,  extensive  outreach  campaigns  to  inform  and  educate  women 
about  the  importance  and  availability  of  care  have  been  conducted  in  most  states. 
Finally,  by  implementing  recruitment  and  retention  strategies,  states  have  worked  to 
ensure  that  a  sufficient  number  of  obstetrical  care  providers  are  available  to  serve  the 
growing  number  of  pregnant  women  now  eligible  for  Medicaid. 

Other  reforms  have  addressed  the  quality  of  prenatal  care  provided  in  publicly 
funded  programs.  Recognizing  that  low-income  women  have  a  host  of  health  and  social 
needs  that  will  likely  impact  birth  outcomes  if  not  addressed,  states  have  significantly 
enhanced  the  scope  of  perinatal  benefits  covered  under  Medicaid.  Services  such  as 
health  education,  psychosocial  and  nutritional  counseling,  and  home  visiting  are  being 
provided  to  many  poor  and  near-poor  pregnant  women.  Care  coordination  programs  to 
help  women  access  and  obtain  these  and  other  needed  services  form  the  centerpiece  of 
most  states'  enhanced  prenatal  care  initiatives. 
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Despite  these  promising  reforms,  however,  it  has  become  clear  to  officials  in 
most  states  that  a  significant  number  of  pregnant  women  have  needs  that  are  not  being 
addressed.  The  use  of  alcohol  and  other  drugs  during  pregnancy  severely  impacts  the 
health  status  of  both  mothers  and  children.  Moreover,  the  increased  incidence  of 
perinatal  substance  use  has  been  placing  new,  extensive  demands  on  many  of  society's 
systems  of  care,  including  the  health  care,  alcohol  and  drug  treatment,  child  welfare, 
and  criminal  justice  systems. 

Pregnant  and  parenting  substance  users  and  their  children  have  multiple  and 
complex  needs  and  they  must  have  access  to  a  range  of  health,  substance  abuse 
treatment,  and  social  services.  Moreover,  effective  intervention  requires  the  integration 
and  coordination  of  such  services.  Finally,  delivery  systems  must  be  responsive  to  these 
populations  in  the  following  ways. 

■  Maternal  and  child  health  service  delivery  and  financing  systems  must 
address  the  special  medical,  psychosocial,  and  developmental  effects  of 
perinatal  substance  use  on  pregnant  women  and  their  children. 

■  Alcohol  and  drug  abuse  systems  must  address  the  specialized  treatment 
needs  of  pregnant  and  parenting  women  and  their  children. 

■  Child  welfare  systems  must  respond  to  the  challenge  of  ensuring  the  safety 
and  welfare  of  children  born  to  substance-using  mothers. 

To  determine  the  scope  and  nature  of  state  efforts  to  develop  improved  systems 
of  care  for  substance-using  pregnant  women  and  their  children,  in  1991  the  National 
Governors'  Association  (NGA)  surveyed  program  officials  in  five  health  and  human 
services  agencies  in  each  state  and  the  District  of  Columbia.  Surveys  were  administered 
to  the  following  state  agencies  and  programs: 

■  Title  V/Maternal  and  Child  Health  programs; 

■  Title  V/Children  with  Special  Health  Care  Needs  programs; 

■  Medicaid  agencies; 

■  alcohol  and  drug  abuse  programs;  and 

■  child  welfare  agencies. 

Information  from  these  surveys  was  used  to  identify  states  that  had  developed, 
through  collaborative  interagency  efforts,  a  coordinated  response  to  meeting  the  needs 
of  substance-using  pregnant  women  and  their  children.  During  1992,  extensive  follow- 
up  interviews  were  conducted  by  telephone  with  ten  states  to  collect  detailed  informa- 
tion regarding  the  special  policy  and  program  strategies  they  pursued.  Survey  questions 
focused  on  a  broad  range  of  issues,  including: 

■  the  roles  and  responsibilities  of  special  interagency  workgroups  studying  the 
problem; 

■  the  process  these  groups  followed  in  formulating  a  strategy  to  address  the 
problem; 
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■  the  changes  in  state  programs  and  policies  that  resulted  from  these  efforts, 
especially  those  related  to  the  scope,  content,  and  coordination  of  new, 
specialized  treatment  services; 

■  the  financing  strategies  developed  to  support  new  services;  and 

■  the  problems  and  gaps  that  persist  in  state  systems. 

In  each  of  the  ten  states,  program  officials  in  Medicaid,  maternal  and  child 
health,  alcohol  and  drug  abuse,  and  other  agencies  were  queried  as  appropriate.  State 
reports,  legislation,  and  program  manuals  were  reviewed  and  analyzed  to  complement 
survey  response  data. 

This  report,  which  is  the  eleventh  in  a  series  developed  under  the  National 
Governors'  Association's  project,  Facilitating  Improvement  of  State  Programs  for  Pregnant 
Women  and  Children,  summarizes  the  results  of  the  NGA  survey  and  describes  new  and 
ongoing  efforts  by  state  and  federal  officials  to  address  the  complex  and  multiple  needs  of 
substance-using  pregnant  women  and  their  children.  For  the  purposes  of  this  report, 
perinatal  substance  use  refers  broadly  to  the  use  of  alcohol  and  other  drugs  during 
pregnancy.  It  is  hoped  that  the  ten  state  profiles  will  assist  other  states  in  designing  and 
implementing  innovative  systems  of  care  for  these  vulnerable  populations. 
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The  Nature,  Extent,  and  Impact  of 
Perinatal  Substance  Use 


No  comprehensive  nationwide  study  has  been  done  to  accurately  assess  the  number  of 
women  who  use  alcohol  and/or  other  drugs  during  pregnancy.  Smaller  scale  studies  have 
examined  prevalence  rates  among  various  subpopulations  of  pregnant  women  (e.g.,  on  a 
state  or  county  level,  or  for  patients  in  public  hospitals).  Yet  researchers  have  not 
extrapolated  from  these  studies  consistent  national  estimates  of  the  extent  of  the  problem.1 

There  are  many  reasons  for  this  lack  of  reliable  data.  First,  pregnant  women 
with  substance  use  problems  often  do  not  encounter  health  care  delivery  systems. 
Between  50  percent  and  60  percent  of  pregnant  drug  addicts  receive  insufficient  or  no 
prenatal  care.2  Moreover,  even  when  pregnant  women  do  seek  care  they  may  not  be 
identified  as  substance  users.  Substance  use  is  one  of  the  most  commonly  missed 
diagnoses  of  all  obstetrical  and  neonatal  diagnoses.3 

The  problems  of  estimation  are  further  compounded  because  physicians  and 
hospitals  do  not  routinely  screen  and  test  all  women  or  their  infants  for  indications  of 
substance  use.  Recent  studies  suggest  that  when  uniform  testing  procedures  are  applied, 
much  higher  numbers  of  drug-exposed  infants  are  identified.  For  example,  the  General 
Accounting  Office  (GAO)  estimates  that  in  those  hospitals  with  rigorous  detection 
procedures,  the  average  incidence  rates  of  drug-exposed  infants  are  more  than  five 
times  higher  than  those  in  hospitals  with  no  substance  use  assessment  procedures.4 
There  also  appears  to  be  some  bias  in  the  way  women  are  selected  for  testing; 
low-income  minority  women  are  disproportionately  represented  in  study  samples.5 

Finally,  measurement  procedures  do  not  always  provide  an  accurate  assessment 
of  the  existence  or  extent  of  alcohol  and/or  other  drug  use  among  pregnant  women. 
Hospitals  and  physicians  often  rely  on  self-reporting  procedures  to  assess  substance  use. 
Yet  because  many  women  are  fearful  of  potential  criminal  and/or  child  welfare 
repercussions,  they  may  not  identify  themselves  as  substance  users.  For  example,  in  one 
recent  prevalence  study  conducted  in  a  hospital  that  relied  on  self-reporting  and  the 
judgment  of  medical  personnel,  about  30  percent  of  the  pregnant  substance  users  were 
not  detected.6  Blood  and  urine  tests,  which  are  the  most  commonly  used  methods  for 
detection,  also  have  limitations  because  they  can  detect  substance  use  only  during  a 
narrow  time  period.  The  use  of  cocaine  is  detectable  in  a  woman's  system  for  two  to 
three  days  and  in  an  infant's  system  for  approximately  ten  days.  Marijuana  use  can  be 
detected  for  up  to  ten  days  and  alcohol  use  for  only  a  few  hours.  Consequently,  tests 
done  at  the  time  of  delivery  may  not  reveal  a  woman's  substance  use  during  pregnancy 
if  she  stopped  using  two  to  three  weeks  prior  to  delivery.7 

Despite  these  limitations,  useful  information  regarding  both  the  prevalence  and 
nature  of  substance  use  among  pregnant  women  is  contained  in  the  research  literature. 
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For  example,  there  has  been  a  startling  increase  in  the  proportion  of  women  who  use 
substances  from  25  percent  in  1972  to  40  percent  in  1988.8  The  National  Institute  of 
Drug  Abuse  (NIDA)  found  in  a  1991  National  Household  Survey  on  Drug  Abuse  that 
more  than  5  million  women  between  the  ages  of  fifteen  and  forty-four  had  used  at  least 
one  illicit  drug  within  one  month  of  the  survey's  completion.9 

How  Many  Pregnant  Women  Use  Substances? 

To  determine  the  number  of  women  who  use  substances  during  pregnancy,  researchers  often 
attempt  to  measure  the  number  of  infants  who  are  exposed  in  utero.  A  1988  study  found  that 
approximately  375,000  infants— or  about  11  percent  of  the  babies  bom  each  year— are 
exposed  to  illicit  drugs  in  utero.10  Data  from  the  1990  National  Household  Survey  on  Drug 
Abuse  generally  support  these  statistics.  Based  upon  information  collected  through  the  1990 
national  household  survey,  it  has  been  estimated  that  each  year  between  54,400  and  739,200 
infants  are  exposed  to  one  or  more  illicit  drugs."  The  results  of  several  state-based  studies 
that  have  attempted  to  determine  the  prevalence  of  substance  use  among  pregnant  women 
also  are  fairly  consistent  with  the  national  estimates.12 

■  In  Illinois,  a  9  percent  prevalence  rate  among  pregnant  women  was  found  in 
a  study  of  four  major  areas  of  the  state. 

■  In  Rhode  Island,  a  7.5  percent  prevalence  rate  was  found. 

■  In  South  Carolina,  12  percent  of  the  women  in  the  state  used  alcohol  or 
another  drug  near  the  time  of  delivery. 

Data  from  other  studies  that  have  focused  on  perinatal  substance  use  in  major  U.S. 
cities  are  cause  for  alarm.  A  review  of  the  medical  records  of  both  mothers  and  infants  at 
hospitals  in  Boston,  Chicago,  Los  Angeles,  New  York,  and  San  Antonio  revealed  that 
approximately  3,904  drug-exposed  infants  were  delivered  at  these  hospitals  in  1989. 
Prevalence  rates  ranged  from  a  low  of .  13  percent  to  a  high  of  18. 1  percent.13 

What  Are  the  Effects  of  Commonly  Used  Substances? 

Although  estimates  of  perinatal  substance  use  vary,  even  conservative  estimates  are  large 
enough  to  raise  national  concern.  A  wide  variety  of  substances  are  used  by  women, 
including  alcohol,  tobacco,  cocaine  and  crack,  heroin,  marijuana,  and  phencyclidine  (PCP). 
Regardless  of  the  substance  or  combination  of  substances  used,  the  problem  has  far-reaching 
medical  and  developmental  implications  for  both  mothers  and  children. 

Because  most  substance-using  pregnant  women  have  little  contact  with  the  health 
care  system,  many  problems  may  result  from  the  lack  of  health  services  received  by  the 
mother  and  her  child.  For  example,  many  substance-using  pregnant  women  who  use 
substances  suffer  from  poor  nutrition.  They  are  at  increased  risk  for  contracting 
sexually  transmitted  diseases  and  infections  and  they  experience  higher  rates  of  obstetri- 
cal problems.  Most  substances  are  transmitted  through  the  placenta  so  the  developing 
fetus  may  have  all  of  its  body  systems  affected.  Severe  developmental  and  neurological 
damage  and  intrauterine  growth  retardation  may  result.14  Because  drug-exposed  infants 
are  more  likely  to  be  born  prematurely  and  at  extremely  low  birthweight,  they  also  may 
have  significant  medical  problems. 
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The  long-term  medical  and  developmental  implications  for  children  exposed  to 
substances  in  utero  are  unclear.  Studies  suggest  that  the  effects  may  be  extensive  and 
may  vary  considerably.15  Some  children  may  exhibit  attention  deficits  and  hyperactivity, 
while  others  may  be  extremely  quiet  and  withdrawn.16  Although  there  is  uncertainty 
about  which  substance  or  how  much  of  a  given  substance  causes  the  most  severe 
long-term  damage  to  a  baby,  the  timing,  amount,  and  type  of  substance  used  during 
pregnancy  are  all  factors  that  have  an  impact  on  the  health  of  the  infant.17 

It  is  difficult  to  attribute  specific  medical  and  developmental  defects  to  specific 
substances  because  women  who  use  substances  during  pregnancy  tend  to  use  more  than 
one  drug  at  a  time.  For  example,  a  recent  study  in  Florida  revealed  that  women  who 
tested  positive  for  alcohol  also  tested  positive  for  either  marijuana  or  cocaine.18  Another 
study  focusing  on  the  effects  of  cocaine  during  pregnancy  found  that  85  percent  of  the 
women  used  other  drugs  besides  the  cocaine.19 

Alcohol 

Alcohol  is  not  classified  as  an  illegal  substance  and  for  this  reason  the  use  of  alcohol 
often  is  left  out  of  discussions  of  substance  abuse.  Yet  in  the  United  States  alcohol  is  by 
far  the  most  widely  used  substance.20  Approximately  55  percent  of  adult  women 
eighteen  years  of  age  or  more  drink  alcohol  moderately  and  5  percent  drink  heavily 
(defined  as  more  than  sixty  drinks  per  month).21  It  is  estimated  that  as  many  as  73 
percent  of  all  pregnant  women  between  the  ages  of  twelve  and  thirty-four  have  at  least 
one  drink  during  their  pregnancy.22 

Many  complex  body  systems  are  affected  when  alcohol  is  consumed.  This  is 
especially  true  for  women.  Health  problems  appear  much  sooner  in  women  after  the 
onset  of  heavy  drinking,  and  studies  indicate  that  women  absorb  into  their  system  more 
of  the  alcohol  they  drink  than  do  men.  One  possible  explanation  for  this  discrepancy  is 
that  compared  with  men,  women  have  less  of  the  key  enzyme  alcohol  dehydrogenase, 
which  breaks  down  alcohol  in  the  stomach.23  Women  may  experience  a  number  of 
health  problems  as  a  result  of  drinking.  Alcoholic  women  have  higher  rates  of  cirrhosis, 
ulcers,  and  pancreatic  and  cardiovascular  disorders.24  Moreover,  pregnant  women  who 
use  alcohol  may  experience  a  number  of  adverse  health  problems,  including  malnutri- 
tion, an  increased  risk  of  spontaneous  abortion,  and  an  increased  risk  of  stillbirth.25 

Alcohol  is  transmitted  to  the  developing  fetus  through  the  placenta  and  it  affects 
every  cell  of  both  the  mother  and  the  fetus.  However,  the  premature  fetal  system  is 
much  less  able  to  metabolize  alcohol  than  is  the  mother's  system.  Consequently,  alcohol 
accumulates  in  the  cells  of  the  fetus  and  interferes  with  tissue  and  organ  development.2* 

An  estimated  40,000  babies  are  born  each  year  with  an  increased  risk  of  health 
and  developmental  problems  because  of  their  mother's  drinking  during  pregnancy.27 
Fetal  Alcohol  Syndrome  (FAS),  a  pattern  of  significant  mental,  physical,  and  behavioral 
defects,  is  considered  the  most  severe  outcome  for  infants  exposed  to  alcohol  in  utero.28 
FAS  is  the  leading  known  cause  of  mental  retardation  in  the  United  States  and  it  is 
estimated  to  affect  approximately  1.9  births  per  thousand  (.19  percent).29  Infants 
suffering  from  FAS  experience  growth  retardation  both  before  and  after  birth.  Abnor- 
mal features  of  the  face  and  head,  central  nervous  system  deficits,  and  borderline 
intellectual  capacity  are  all  caused  by  FAS.30  Other  congenital  abnormalities,  especially 
cardiac  defects,  also  have  been  associated  with  FAS.31 
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Fetal  Alcohol  Effect  (FAE),  a  milder  form  of  FAS,  is  estimated  to  affect  ten 
times  the  number  of  children  suffering  from  FAS.32  In  addition  to  being  at  risk  for  FAS 
and  FAE,  infants  exposed  to  alcohol  in  utero  may  be  born  at  low  birthweight,  have 
physical  and  congenital  anomalies,  and  experience  abnormal  neural  and 
neurobehavioral  development.33 

Tobacco 

Tobacco,  like  alcohol,  is  widely  used  by  large  numbers  of  Americans.  Moreover,  like 
alcohol,  its  use  and  adverse  impacts  on  maternal  and  child  health  status  are  rarely  given  the 
same  level  of  attention  that  illicit  drug  use  is  afforded.  Nonetheless,  there  is  conclusive 
evidence  that  smoking  negatively  impacts  birthweight.  Although  smoking  has  declined 
markedly  in  the  United  States  in  the  past  twenty  years,  the  decline  has  been  less  pronounced 
in  women  than  in  men.34  It  is  estimated  that  more  than  37  percent  of  pregnant  women 
between  the  ages  of  twelve  and  thirty-four  may  smoke  during  pregnancy.35 

Cigarette  smoking  is  known  to  cause  many  health  problems,  including  coronary 
heart  disease  and  myocardial  infarction.36  Lung  cancer  and  emphysema  also  are  as- 
sociated with  cigarette  smoking,  and  these  diseases  tend  to  occur  more  frequently  in 
female  smokers  than  in  male  smokers.37  The  stimulant  nicotine  causes  blood  vessels  to 
constrict— so-called  vasoconstriction.  Vasoconstriction  also  occurs  in  the  placenta,  thus 
restricting  blood  flow  to  the  fetus  and  depriving  it  of  the  vital  nutrients  and  oxygen 
necessary  for  growth.38  Smoking  also  is  associated  with  increased  incidences  of  spon- 
taneous abortion  and  Sudden  Infant  Death  Syndrome  (SIDS).39 

Prematurity,  low  birthweight,  and  infant  mortality  also  are  associated  with 
smoking.40  The  National  Commission  to  Prevent  Infant  Mortality  has  estimated  that 
about  25  percent  of  all  babies  born  at  low  birthweight  and  about  4,000  infant  deaths  per 
year  are  attributable  to  smoking  during  pregnancy.41  Babies  born  to  mothers  who  smoke 
are  born  weighing,  on  average,  200  grams  less  than  babies  born  to  mothers  who  do  not 
smoke  during  pregnancy.42  The  long-term  effects  for  children  whose  mothers  smoked 
during  pregnancy  may  include  cognitive  and  language  deficiencies.43 

Cocaine  and  Crack 

Of  all  the  illicit  substances  used  during  pregnancy,  cocaine  has  received  the  most 
attention  because  of  its  growing  popularity  and  powerful  addictiveness.  Cocaine  use  has 
increased  at  an  alarming  rate  in  recent  years  in  many  parts  of  the  nation.  From  1985  to 
1988,  admissions  to  facilities  that  treat  cocaine  addiction  rose  from  39,696  to  134,734— 
an  increase  of  more  than  300  percent  in  three  years.44  In  1988,  cocaine  surpassed  heroin 
as  the  primary  drug  of  abuse  at  admission  to  treatment  and  it  maintains  that  status 
today.45  More  than  1  million  women  of  childbearing  age  are  believed  to  use  cocaine.46 
One  study  suggests  that  about  4.5  percent  of  pregnant  women  between  the  ages  of 
twelve  and  thirty-four  use  cocaine.47  State  studies  also  have  documented  the  problem  of 
cocaine  use  by  pregnant  women.  In  Alaska,  Florida,  and  Rhode  Island,  about  3  percent 
of  the  pregnant  women  tested  had  detectable  amounts  of  cocaine  in  their  system.48 

Because  it  produces  an  immediate  and  intense  "high,"  crack— the  smokable 
derivative  of  cocaine— has  become  the  drug  of  choice  for  many  people.49  Its  popularity 
has  grown  especially  among  women  of  childbearing  age.  Many  experts  attribute  the 
increase  in  substance  use  by  women  to  the  existence  of  crack  because  it  is  readily 
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available,  relatively  inexpensive,  and  easy  to  use.50  The  popularity  of  crack  is  particular- 
ly disturbing  because  addiction  to  this  drug  can  occur  in  weeks  or  months,  while 
addiction  to  alcohol,  heroin,  or  tobacco  can  take  many  years  to  develop.51 

Cocaine  stimulates  the  central  nervous  system,  causing  vasoconstriction  and 
blood  pressure  levels  to  be  elevated.52  Women  who  use  cocaine  are  at  higher  risk  for 
developing  a  number  of  health  problems,  including  seizures,  withdrawal,  and  malnutri- 
tion. Moreover,  cocaine  use  has  been  associated  with  the  presence  of  mental  disorders, 
including  delusional  disorder.  Women  who  administer  the  drug  intravenously  are  at  risk 
for  contracting  infections  such  as  the  Human  Immunodeficiency  Virus  (HIV)  and 
hepatitis.53  Of  increasing  concern  is  that  cocaine  and  crack  use  among  women  is 
associated  with  many  high-risk  behaviors  that  contribute  to  poor  health.  For  example, 
women  who  use  crack  often  are  involved  with  multiple  sexual  partners.  For  this  reason 
crack  use  is  thought  to  contribute  to  HIV  transmission.54 

Cocaine  use  by  pregnant  women  is  especially  dangerous  because  it  increases  the 
risk  of  spontaneous  abortion  during  the  first  trimester.55  Cocaine  also  has  been  found  to 
induce  contractions  of  the  uterus  for  pregnant  users  and  it  sometimes  leads  to  premature 
delivery.56  Cocaine-exposed  babies  are  four  times  more  likely  to  be  born  premature  than 
are  noncocaine-exposed  babies.57 

Cocaine  use  during  pregnancy  may  have  numerous  adverse  effects  on  the  fetus. 
Cocaine  rapidly  crosses  the  placenta.  The  effects  are  exacerbated  because  the  infant's 
undeveloped  system  metabolizes  the  drug  slowly.  Placental  vasoconstriction  occurs  and 
results  in  reduced  blood  flow  to  the  developing  baby.  Fetal  growth  may  be  affected,  leading 
to  a  lower  birthweight  and  a  smaller  head  size.  Babies  exposed  to  cocaine  in  utero  also  are 
at  increased  risk  for  a  number  of  other  health  problems,  including  congenital  anomalies, 
neonatal  neurobehavioral  dysfunction,  infant  mortality,  and  SIDS.58 

Infants  who  have  been  exposed  to  cocaine  in  utero  often  exhibit  several  common 
signs,  including  hyperirritability,  poor  feeding  patterns,  high  respiratory  and  heart 
rates,  increased  tremulousness  and  startles,  and  irregular  sleeping  patterns.59  Nonethe- 
less, only  20  percent  to  30  percent  of  cocaine-exposed  babies  are  born  with  detectable 
physical  problems.60  However,  it  is  estimated  that  as  many  as  70  percent  have 
neurobehavioral  damage.61  In  addition,  cocaine-exposed  infants  are  more  likely  to  be 
deemed  at  high  risk  for  motor  developmental  dysfunction  than  are  unexposed  infants. 62 

Marijuana 

Marijuana  is  another  substance  that  is  widely  used  in  the  United  States.  As  many  as 
17.4  percent  of  pregnant  women  are  estimated  to  have  used  marijuana  sometime 
during  their  pregnancy.63 

Marijuana  is  classified  as  a  cannabis  and  it  can  increase  the  heart  rate  and  blood 
pressure  levels.64  Use  of  the  drug  may  adversely  affect  the  reproductive  system.65 
Marijuana  use  also  may  lead  to  psychological  and  memory  problems.  Because  it  is 
inhaled,  damage  to  the  lungs  also  may  result  from  its  use.66  Women  who  use  marijuana 
during  pregnancy  may  experience  withdrawal  symptoms  and  suffer  a  stillbirth.67 

Marijuana  impairs  fetal  oxygenation,  which  increases  the  likelihood  that  the 
fetus  will  experience  several  problems.  Growth  may  be  impaired,  leading  to  low 
birthweight  and  smaller  head  circumference,  though  studies  linking  perinatal  marijuana 
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use  and  lowered  birthweight  have  been  inconsistent.  Babies  born  exposed  to  marijuana 
in  utero  also  may  experience  withdrawal  symptoms  and  are  at  higher  risk  for  SIDS.69 
Although  no  neurobehavioral  symptoms  have  been  identified,  some  studies  indicate  that 
children  prenatally  exposed  to  marijuana  may  experience  long-term  defects  in  language 
and  cognitive  development.70 

Heroin  and  Other  Opiates 

Research  data  indicate  that  heroin  use  in  some  parts  of  the  nation,  especially  large 
metropolitan  areas,  is  showing  signs  of  a  resurgence.71  According  to  the  1988  National 
Household  Survey  on  Drug  Abuse,  an  estimated  659,000  women  twelve  years  of  age  or 
more  use  heroin.72  Heroin  is  an  opiate  that  induces  rest  and  greatly  slows  down  the 
normal  functional  rates  of  the  human  system.  In  pregnant  women,  the  drug  may  lead  to 
stillbirth,  endocarditis,  spontaneous  abortion,  and  withdrawal.  When  administered 
intravenously,  women  are  at  increased  risk  of  contracting  HIV  and  hepatitis.73 

Although  it  is  believed  that  heroin  and  other  opiates  do  not  cause  birth  defects 
when  used  during  pregnancy,  they  may  cause  impaired  growth,  smaller  head  size,  and 
neurobehavioral  dysfunction  due  to  withdrawal.74  Infants  exposed  to  heroin  are  more 
likely  to  be  born  at  low  birthweight.  Infants  exposed  to  heroin  in  utero  may  experience 
neurological  deficiencies,  vascular  changes,  and  drug-induced  respiratory  depression.75 
Moreover,  perinatal  heroin  use  is  associated  with  higher  rates  of  HIV  infection  and 
infant  mortality.76  Long-term  developmental  problems  for  heroin-exposed  children 
include  lower  weights  and  heights  and  impaired  behavioral,  perceptual,  and  organiza- 
tional abilities.77 

Phencyclidine 

Phencyclidine,  or  PCP,  is  an  illicitly  manufactured  white  crystalline  powder  that  is  a 
popular  hallucinogenic.  It  may  cause  volatile  and  diverse  behavior  and  it  is  especially 
dangerous  because  most  PCP  contains  contaminants  from  its  manufacture  in  clandestine 
laboratories.78  It  is  estimated  that  more  than  2.5  million  women  use  PCP.79 

PCP  use  among  women  may  result  in  many  adverse  health  outcomes.  These 
include  psychoses,  delirium,  delusional  disorder,  and  withdrawal  symptoms.80 

Infants  suffering  from  PCP  exposure  are  at  increased  risk  of  prematurity  and 
low  birthweight,  cerebellar  malformation,  respiratory  distress,  vomiting  and  diarrhea, 
sudden  outbursts  of  agitation,  and  Abstinence  Neonatal  Withdrawal  Syndrome.81 

Who  Is  the  Pregnant  Substance  User  and  What  Impact  Does  She 
Have  on  Systems  of  Care? 

Understanding  the  medical  and  developmental  impacts  of  various  substances  on  mothers 
and  children  is  important.  However,  it  also  is  critical  for  public  policymakers  to  better 
understand  the  pregnant  substance  user  and  the  systems  of  care  with  which  she  interacts. 

Who  Is  the  Pregnant  Substance  User? 

To  develop  policies  and  programs  that  are  effective  in  reaching  and  treating  substance- 
using  pregnant  women  and  their  families,  policymakers  need  to  be  aware  of  the 
circumstances  that  lead  to  substance  use  and  the  addictive  and  dependent  environment 
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in  which  the  user  lives.  Women  begin  and  continue  to  use  substances  for  many  reasons. 
Although  specific  circumstances  or  characteristics  that  predispose  women  to  use  alcohol 
and/or  drugs  have  not  been  identified,  some  common  indicators  associated  with  the 
etiology  of  substance  abuse  have  been  found.  For  example,  many  substance-using 
women  suffer  from  depression  and  have  poor  self-esteem.82  Moreover,  many  have 
experienced  an  unhappy,  disrupted,  or  insecure  childhood  or  have  been  victims  of 
mental,  physical,  and/or  sexual  abuse,  including  rape.83 

One  study  found  that  nearly  70  percent  of  drug-dependent  women  had  ex- 
perienced sexual  abuse  before  the  age  of  sixteen,  compared  with  15  percent  of 
nonaddicted  women  with  similar  socioeconomic  backgrounds.84  Another  common  char- 
acteristic among  substance-using  women  is  a  family  history  of  substance  abuse.  For 
example,  a  recent  study  found  that  83  percent  of  addicted  women  had  a  drug-dependent 
or  alcohol-dependent  parent.85 

Regardless  of  the  reasons  for  substance  use,  when  the  addicted  woman  is  a  mother 
the  result  frequently  is  a  chaotic  and  unstable  home  environment.  For  many  of  these  women, 
the  need  to  satisfy  their  craving  for  drugs  takes  precedence  over  meeting  the  basic  needs  of 
their  children  who  often  are  neglected  and  ignored.86  Moreover,  many  drug-addicted  women 
lack  the  support  networks  to  help  them  in  their  parenting  roles.87  Additional  problems  may 
ensue  if  there  is  a  history  of  violence  and  abuse.  Many  substance-using  women  continue  this 
cycle  with  their  own  children.88  Substance  use  has  been  cited  as  a  major  factor  contributing 
to  the  increase  in  child  abuse  cases  in  recent  years.89 

Although  a  number  of  common  characteristics  have  been  identified  among 
substance-using  women,  there  are  equally  as  many  common  misconceptions  about  this 
population.  Many  of  these  misconceptions  recently  were  questioned  in  a  study  con- 
ducted in  Pinellas  County,  Florida.  An  examination  of  urine  samples  collected  in  both 
public  and  private  prenatal  care  clinics  found  no  significant  difference  in  the  rate  of  drug 
use  between  privately  insured  and  publicly  insured  patients,  though  the  drug  of  choice 
varied  significantly.  Furthermore,  the  rate  of  positive  drug  tests  for  white  women  (15.4 
percent)  was  slightly  higher  than  the  rate  for  African-American  women  (14.1  percent). 
Yet  African-American  women  were  reported  to  public  agencies  by  health  care  providers 
ten  times  more  often  than  white  women  for  substance  use  during  pregnancy.90  This 
study  provides  evidence  that  substance  use  during  pregnancy  is  not  confined  to  a  single 
racial,  ethnic,  or  socioeconomic  group. 

How  Does  the  Pregnant  Substance  User  Impact  Health  and  Social  Service  Systems? 

Although  it  is  extremely  difficult  to  specify  the  human  and  economic  costs  of  substance 
use  among  pregnant  women,  the  problem  clearly  has  impacts  of  national  import. 
Policymakers  must  not  be  deterred  from  developing  a  response  to  the  problem  because 
of  the  lack  of  precise  information  on  the  number  of  pregnant  women  who  use  alcohol 
and/or  other  drugs  during  pregnancy;  on  the  types  and  costs  of  effective  treatment 
needed  by  substance-using  women;  on  the  number  of  infants  exposed  to  substances  in 
utero;  on  the  short-term  and  long-term  effects  of  fetal  exposure  to  substances;  and  on 
the  costs  of  treating  substance-exposed  children.  Undoubtedly,  the  inadequacy  of 
current  systems  to  effectively  reach  and  treat  substance-using  pregnant  women  and  their 
children  has  significant  implications  for  the  nation's  health  care,  child  welfare,  and 
criminal  justice  systems. 
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The  Impact  on  the  Health  Care  System.  Perinatal  substance  use  adds  significantly 
to  the  already  skyrocketing  costs  of  the  nation's  health  care  system.  These  additional  costs 
may  be  incurred  at  the  time  of  delivery  and  into  the  future  as  children  experience  the 
long-term  effects  of  exposure.  For  example,  the  need  for  neonatal  intensive  care  for  a 
drug-exposed  infant  is  significantly  greater— as  much  as  four  times  greater— than  that  for  an 
unexposed  infant.91  In  one  hospital  study,  the  median  charge  for  drug-exposed  infants  was 
$5,500,  compared  with  $1,400  for  unexposed  infants.92  Health-related  charges  per  drug-ex- 
posed infant  can  range  from  $455  to  $65,324.  Many  of  these  costs  are  attributable  to  a  lack 
of  prenatal  care  prior  to  delivery  and  the  various  medical  complications  resulting  from  the 
effects  of  substance  use  on  the  developing  fetus.93 

Although  medical  costs  to  treat  the  effects  of  perinatal  substance  use  on  children 
vary  according  to  the  substances  used  during  pregnancy,  virtually  all  substance  use  adds 
significant  costs  to  the  system.  For  example,  infants  born  at  low  birthweight  due  to 
maternal  smoking  add  approximately  $652  million  to  the  national  costs  for  neonatal 
care.94  Fetal  Alcohol  Syndrome  adds  almost  $100  to  the  cost  of  every  birth  in  the  United 
States.95  Between  $33  million  and  $1  billion  is  spent  annually  to  care  for  newborns  who 
have  been  exposed  to  cocaine  in  utero,  and  the  hospital  costs  of  cocaine-exposed  infants 
average  $5,200  more  than  those  for  unexposed  infants.96 

The  rising  number  of  "boarder  babies"— infants  abandoned  in  the  hospital  by  their 
mothers— is  contributing  to  higher  hospital  costs.  Many  of  these  babies  are  born  to  mothers 
with  substance  use  problems.  Li  1988,  maternal  substance  use  was  one  of  the  top  two 
reasons  for  boarder  baby  status  in  New  York  City.97  A  recent  study  found  that  85  percent  of 
the  boarder  babies  in  the  hospitals  surveyed  were  prenatally  exposed  to  drugs  and/or 
alcohol.  Because  so  many  of  these  babies  require  neonatal  intensive  care,  maternal  substance 
use  has  considerably  strained  the  capacity  of  the  current  system  in  many  communities.98  For 
example,  in  the  late  1980s,  the  neonatal  care  unit  of  Howard  University  Hospital  in 
Washington,  D.C.,  had  an  average  daily  occupancy  rate  of  114  percent.99 

Although  longer  hospital  stays  primarily  are  due  to  medical  reasons,  many 
substance-exposed  infants  stay  in  the  hospital  for  nonmedical  reasons,  which  further 
increases  costs.100  After  hospitals  have  given  the  medical  clearance,  the  discharge  of 
many  babies  is  significantly  delayed  because  of  social  issues,  nearly  doubling  health 
costs  in  the  average  case.  One  study  found  that  the  hospital  cost  of  caring  for 
cocaine-exposed  infants  increased  by  $3,500  before  home  and  social  evaluation  or 
foster  care  arrangements  could  be  completed.101 

Yet  the  cost  of  newborn  care  is  only  the  beginning  for  children  exposed  to 
substances  in  utero.  Although  it  is  difficult  to  project  the  long-term  costs  of  caring  for 
these  children,  several  studies  have  attempted  to  estimate  future  health,  educational,  and 
social  services  costs.  For  example,  costs  associated  with  rehospitalization,  early  inter- 
vention programs,  special  education,  and  other  special  services  that  low-birth  weight 
infants  need  range  from  $9,000  to  $23,000  per  child  (up  to  age  thirty-five).102  Total 
service  costs  for  each  drug-exposed  child  who  displays  significant  physiological  or 
neurological  impairment  have  been  estimated  at  $750,000. 103  Although  the  costs  of 
long-term  special  education  will  vary  according  to  a  child's  level  of  impairment, 
one  program  spends  $17,000  a  year  on  each  child  who  has  been  prenatally  exposed 
to  drugs.104 
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The  Impact  on  the  Child  Welfare  System.  The  child  welfare  system  also  is 
greatly  affected  by  the  problem  of  maternal  substance  use.  The  special  needs  of 
substance-exposed  children,  along  with  the  high  rates  of  violence,  neglect,  and  aban- 
donment associated  with  drug  abuse,  have  resulted  in  rapidly  growing  numbers  of 
children  entering  this  system  of  care.  From  1988  to  1989,  the  number  of  referrals  for 
suspected  child  abuse  or  neglect  increased  by  10  percent.  Of  the  more  than  900,000  of 
these  referrals  that  were  substantiated,  675,000  involved  parents  who  abused  drugs 
and/or  alcohol.105  All  over  the  nation,  state  and  local  child  welfare  systems  are 
experiencing  caseload  growth  in  their  child  welfare  systems  because  of  parental 
substance  use.  For  example,  in  Massachusetts,  illicit  drug  or  excessive  alcohol  use  was 
a  factor  in  64  percent  of  the  child  abuse  and  neglect  case  investigations  in  1989. 106 
Almost  40  percent  of  all  referrals  made  to  child  protective  services  in  San  Antonio 
involved  drug  or  alcohol  abuse,  and  in  Los  Angeles  as  many  as  90  percent  of  these 
referrals  involved  substance-using  families.107 

Many  children  whose  mothers  use  substances  ultimately  are  placed  in  foster 
care.  From  1986  to  1989,  the  number  of  children  placed  in  foster  care  grew  nearly  30 
percent,  and  drug-exposed  infants  and  young  children  endangered  by  parental  alcohol 
and/or  other  drug  abuse  are  the  fastest  growing  foster  care  population.108  Estimates  of 
the  cost  of  the  first  year  of  foster  care  for  cocaine-exposed  infants  range  from  $18 
million  to  $432  million.109 

The  interdependency  of  social  service  systems  is  apparent  when  looking  at  the 
problem  of  perinatal  substance  use;  the  burdens  placed  on  one  system  create  demands 
on  another  system.  For  example,  increases  in  the  number  of  children  needing  foster 
care,  coupled  with  shortages  of  foster  care  homes,  have  led  to  an  increasing  number  of 
boarder  babies  remaining  in  hospitals.  In  New  York  City,  where  case  volume  is  high 
and  there  is  a  dearth  of  certified  foster  care  homes,  many  babies  stay  in  hospitals  or 
congregate  care  facilities  long  after  their  medical  needs  warrant  such  care.110  Although 
these  children  no  longer  need  to  be  hospitalized,  there  is  nowhere  else  to  place  them. 

Not  surprisingly,  the  cities  and  states  with  the  most  severe  drug  problems  are 
bearing  a  large  share  of  the  burden.  From  1986  to  1989,  statutorily  required  referrals 
of  drug-exposed  infants  to  child  welfare  authorities  by  hospitals  in  New  York  City 
increased  by  approximately  268  percent.  In  Los  Angeles,  these  referrals  increased  by 
almost  342  percent,  and  in  Chicago,  by  almost  1,735  percent.111  Many  referrals  lead  to 
foster  care  placement.  For  example,  in  New  York,  approximately  one-third  of  the 
infants  diagnosed  as  drug-exposed  were  placed  in  foster  care.112 

The  foster  care  system,  which  is  intended  to  provide  temporary  shelter  for 
children,  is  in  many  instances  becoming  a  long-term  parental  substitute.  For  example, 
a  follow-up  study  of  ninety-seven  boarder  babies  residing  in  New  York  City  hospitals 
in  1985  found  that  60  percent  remained  in  foster  care  three  years  later.113 

The  Impact  on  the  Criminal  Justice  System.  The  health  care  and  child  welfare 
systems  are  not  the  only  systems  affected  by  substance  use  among  women.  From  1980 
to  1989,  the  number  of  women  in  prison  increased  200  percent,  compared  with  an  112 
percent  increase  for  men.114 

About  75  percent  of  women  inmates  have  a  history  of  substance  use.  Clearly, 
substance  abuse  is  associated  with  criminal  behavior.  Nearly  half  of  the  women  in 
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prison  were  under  the  influence  of  drugs  and/or  alcohol  when  they  committed  the  crime 
for  which  they  were  incarcerated.  More  than  three-fourths  of  the  women  in  prison  are 
mothers.115  Addiction  to  drugs  and/or  alcohol  is  widespread  among  female  incarcerees, 
but  treatment  programs  are  almost  nonexistent  for  this  population.116 


14   Creating  Systems  of  Care  for  Substance-Using  Pregnant  Women  and  Their  Children 


The  Current  Treatment  System  for 
Pregnant  Substance  Users 


The  considerable  short-term  and  long-term  consequences  of  perinatal  substance  use 
make  intervention  and  treatment  critical.  Women  have  special  and  complex  needs.  Not 
only  do  they  require  treatment  for  their  abuse  and/or  addiction,  but  their  health  care 
needs  as  well  as  those  of  their  children  must  be  met.  In  addition,  they  require  special 
support  services  such  as  health  education,  nutritional  counseling,  parenting  education, 
child  care,  and  transportation.  However,  few  programs  have  been  structured  to  ensure 
that  women  are  provided  the  full  range  of  health,  substance  abuse,  and  social  services 
they  need. 

How  is  Treatment  Provided? 

The  current  substance  abuse  treatment  system  typically  offers  a  range  of  counseling 
services  that  are  delivered  in  a  residential  setting  or  on  an  outpatient  basis.  Within  both 
residential  and  outpatient  treatment,  four  types  of  modalities  have  been  identified: 
residential  therapeutic  communities,  residential  drug  treatment  centers,  intensive  in- 
patient treatment  services,  and  outpatient  programs."7 

■  Residential  therapeutic  communities  are  targeted  to  heavily  impaired  users 
of  multiple  drugs.  Treatment  in  these  facilities  can  last  up  to  one  year. 

■  Residential  drug  treatment  centers  provide  comprehensive  therapeutic 
services  to  highly  impaired  substance  users.  Typically,  clients  are  treated  for 
fourteen  to  twenty-eight  days  in  this  setting. 

■  Intensive  outpatient  treatment  services  are  similar  to  those  provided  by 
residential  treatment  programs,  without  the  residential  component.  Services 
are  provided  five  to  seven  days  a  week  in  most  of  these  programs. 

■  Outpatient  programs,  which  are  designed  to  treat  less  impaired  drug  users, 
vary  widely.  The  least  intensive  and  least  costly  type  of  treatment,  outpatient 
services  are  delivered  by  a  number  of  different  providers,  including  com- 
munity mental  health  centers,  self-help  groups,  and  private  counselors. 
Some  outpatient  programs  offer  or  provide  referrals  to  additional  services 
such  as  vocational  training,  education,  medical  care,  and  housing. 

Pregnant  women  may  be  served  by  one  or  more  of  these  programs.  However,  the 
overriding  concern  is  that  the  intervention  be  comprehensive.  Treatment  for  pregnant 
women  should  include  facilities  for  her  and  her  children  and  a  counseling  program  tailored 
to  address  issues  such  as  parenting  and  addictive  behavior.  The  components  of  a  "model" 
comprehensive  program  have  been  known  for  years  and  include: 
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■  adequate  physical,  interpersonal,  and  social  supports; 

■  family  involvement  in  therapy  and  child  care; 

■  obstetric,  pediatric,  and  medical  care  for  women  and  children;  and 

■  education  and  vocational  assistance.118 

Why  Aren't  Women  Served? 

Although  many  experts  agree  on  how  to  effectively  treat  pregnant  and  parenting 
substance  users,  there  are  many  reasons  why  this  population  is  not  served  appropriately. 
A  major  problem  is  that  many  women  who  use  alcohol  and  other  drugs  are  not 
identified.  Yet  even  when  women  are  identified  and  referred  for  treatment,  there  is  a 
lack  of  comprehensive  treatment  programs  designed  to  meet  their  special  needs. 
Moreover,  many  treatment  programs  are  culturally  insensitive  to  women  and  are  poorly 
integrated  with  other  service  delivery  systems  such  as  health  care.  A  lack  of  child  care 
and  transportation  services  also  prevents  many  women  from  receiving  treatment. 
Finally,  many  women  fear  they  will  be  incarcerated  and/or  will  have  their  children 
placed  in  foster  care  if  they  seek  treatment.  All  of  these  are  barriers  to  timely,  effective, 
and  appropriate  treatment  for  substance-using  women. 

The  Problem  of  Misdiagnosis 

A  major  reason  why  so  few  pregnant  women  are  in  treatment  for  their  substance  use 
problem  is  that  very  few  are  identified  as  needing  services.  As  previously  noted, 
substance  use  during  pregnancy  is  one  of  the  most  commonly  missed  diagnoses  of  all 
obstetrical  and  neonatal  diagnoses.  Misdiagnosis  often  occurs  because  health  care 
practitioners  are  not  immune  to  the  existing  stereotypes  of  the  female  substance  user. 
The  Pinellas  County,  Florida,  study  not  only  produced  findings  to  question  the 
stereotype  of  the  typical  female  substance  user,  but  it  also  revealed  the  bias  of  medical 
professionals  regarding  the  reporting  of  such  cases  to  criminal  and  child  abuse 
authorities.  A  study  conducted  in  Illinois  had  similar  results;  African-American 
women  were  disproportionately  reported  to  child  abuse  authorities  for  drug  use 
during  pregnancy . 1 1 9 

An  Inadequate  and  Unresponsive  Treatment  System 

The  drug  treatment  system  may  act  as  a  barrier  to  care  for  many  pregnant  women.  After 
coming  forth  to  seek  assistance,  substance-using  pregnant  women  often  encounter  a 
fragmented,  inadequate,  and  insensitive  service  delivery  system.120 

Treatment  services  rarely  are  available  for  pregnant  women.  Although  there  has 
been  some  improvement  in  system  capacity  since  1979,  when  only  about  twenty-five 
programs  served  547  women  nationwide,  serious  deficiencies  remain.121  In  both  1989 
and  1990,  states  reported  that  only  about  11  percent  of  the  pregnant  women  estimated 
to  be  in  need  of  services  were  in  treatment.122  The  primary  reason  for  this  discrepancy 
in  supply  and  demand  is  that  so  few  programs  accept  pregnant  women,  especially  those 
who  are  low-income  or  publicly  insured.123  For  example,  two-thirds  of  the  hospitals  in 
fifteen  major  U.S.  cities  reported  that  they  had  no  place  to  refer  substance-using 
pregnant  women  for  treatment.124  In  1989,  67  percent  of  substance  abuse  treatment 
programs  in  New  York  City  did  not  serve  pregnant  women.125 
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More  distressing  is  the  fact  that  low-income  women,  especially  those  on 
Medicaid,  appear  to  face  even  greater  barriers  to  treatment.  One  study  found  that  only 
13  percent  of  substance  abuse  treatment  programs  in  New  York  City  accepted 
Medicaid-eligible  pregnant  women.126  Although  there  are  many  reasons  why  pregnant 
women  are  excluded  from  treatment  programs,  the  major  reason  is  that  providers 
believe  they  face  an  unacceptably  high  risk  of  malpractice  liability,  which  may  result 
from  harm  caused  to  the  fetus  by  treatment.127 

Yet  even  those  programs  that  will  accept  pregnant  women  often  are  unrespon- 
sive to  their  needs.  In  New  York  City's  substance  abuse  treatment  system  for  women, 
less  than  half  of  the  programs  that  accepted  pregnant  women  provided  or  arranged  for 
prenatal  care  services  and  only  two  offered  child  care  services.128  The  problem  is  not 
confined  to  New  York.  Nationwide,  there  is  a  significant  lack  of  comprehensive 
treatment  programs  that  provide  the  services  pregnant  and  parenting  women  need, 
including  prenatal  care,  parenting  education,  nutritional  services,  and  child  care.129 

Does  Treatment  Work? 

Despite  the  significant  shortage  of  programs,  it  is  known  that  treatment  is  effective. 
Over  the  last  fifteen  years,  study  after  study  has  demonstrated  that  substance  abuse 
treatment  reduces  drug  abuse,  increases  employment,  improves  psychological  adjust- 
ment, and  decreases  crime  and  other  negative  behaviors.130  One  study  concluded  that  the 
benefits  of  reduced  drug  abuse  and  increased  productivity  justified  the  cost  of  treat- 
ment.131 Another  study,  which  examined  the  effectiveness  and  efficiency  of  publicly 
funded  drug  abuse  treatment  and  prevention  programs  in  California,  found  a  positive 
benefit-cost  ratio:  every  dollar  spent  on  drug  treatment  was  found  to  save  $11.54  in 
avoided  social  costs.132 

Although  very  little  research  has  focused  on  women  in  treatment,  a  recent 
Institute  of  Medicine  commission  that  looked  at  the  effectiveness  of  substance  abuse 
treatment  concluded  that  there  is  no  reason  to  believe  that  treatment  would  be  any  more 
or  less  effective  for  pregnant  women  than  for  other  adult  clients.133  Moreover,  new 
studies  are  showing  that  pregnant  women  in  treatment  have  better  birth  outcomes  than 
those  who  receive  no  intervention.  For  example,  in  a  program  treating  women  addicted 
to  cocaine,  40  percent  of  the  participants  became  drug  free  during  pregnancy  and  those 
who  continued  to  use  drugs  significantly  reduced  the  amounts  they  took.  Birth  outcomes 
were  less  severe  for  women  in  treatment  than  for  those  who  received  no  treatment 
services.134  Clearly,  providing  treatment  to  substance-using  women  can  have  a  positive 
impact  on  birth  outcomes. 
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Federal  Responses  to  the  Perinatal 
Substance  Use  Problem 


Since  the  late  1980s,  U.S.  policymakers  have  made  addressing  the  growing  problem  of 
substance  use  among  pregnant  women  a  top  priority.  The  needs  of  substance-using 
pregnant  and  parenting  women  and  their  children  are  multiple  and  complex.  Conse- 
quently, a  number  of  health  and  human  services  agencies  must  play  a  role.  More 
research  is  needed  at  the  national  level  to  better  understand  the  nature  and  extent  of  the 
perinatal  substance  use  problem.  Just  as  urgent,  however,  is  the  need  for  new  policies 
and  programs  among  the  multiple  maternal  and  child  health,  substance  abuse,  and  child 
welfare  systems  responsible  for  serving  these  populations.  A  number  of  promising 
initiatives  have  been  launched  at  the  federal  level. 

Initial  Congressional  and  Executive  Branch  Initiatives 

Congress  initially  addressed  the  perinatal  substance  use  problem  in  the  late  1980s, 
largely  in  response  to  the  increased  use  of  crack  cocaine.  The  Anti-Drug  Abuse  Act  of 
1988  (P.L.  100-690)  authorized  funds  for  demonstration  projects  for  substance-using 
pregnant  women  and  their  children.  The  legislation  also  created  the  Office  of  National 
Drug  Control  Policy  (ONDCP)  to  take  the  lead  at  the  federal  level  in  overseeing  and 
coordinating  the  national  drug  control  strategy.  Pregnant  women  and  children  were 
specifically  identified  as  priority  populations  in  the  national  drug  control  strategy 
subsequently  developed  by  ONDCP.135 

Moreover,  the  Anti-Drug  Abuse  Act  required  administrators  of  the  Special 
Supplemental  Food  Program  for  Women,  Infants,  and  Children  (WIC)  to  educate  their 
clients  about  the  dangers  of  drug  abuse  and  to  make  referrals  for  treatment  when  drug 
use  is  suspected.  The  following  year  Congress  again  addressed  maternal  substance  use 
issues  through  the  WIC  program.  Specifically,  the  Child  Nutrition  and  WIC 
Reauthorization  Act  of  1989  (P.L.  101-147)  required  states  to  ensure  that  local  WIC 
agencies  coordinate  with  local  alcohol  and  drug  abuse  counseling  and  treatment  ser- 
vices. Every  WIC  program  now  is  required  to  maintain  a  list  of  local  resources  for 
substance  abuse  counseling  and  treatment. 

Many  other  efforts  to  address  perinatal  substance  use  issues  have  been  developed 
by  the  various  federal  agencies  that  have  program  responsibility  for  serving  pregnant 
and  parenting  women  and  their  children.  For  example,  the  National  Institute  of  Drug 
Abuse  (NIDA),  which  was  formerly  housed  in  the  Alcohol,  Drug  Abuse,  and  Mental 
Health  Agency  (ADAMHA)  and  is  now  part  of  the  National  Institutes  of  Health, 
designated  research  on  maternal  drug  use  and  its  effects  on  fetal  and  infant  development 
as  one  of  its  top  priorities.  Since  1989,  NIDA  has  funded  nineteen  projects  to  examine 
these  issues. 


19   Federal  Responses  to  the  Perinatal  Substance  Use  Problem 


The  Administration  on  Children,  Youth  and  Families  (ACYF),  housed  within 
the  Department  of  Health  and  Human  Services,  also  has  initiated  various  activities  to 
address  the  problem.  For  example,  ACYF  currently  funds  a  number  of  projects, 
including  child  welfare  research  and  demonstration  grants,  that  address  the  needs  of 
substance-affected  infants  and  boarder  babies.  Two  other  federal  agencies  have 
developed  initiatives  to  respond  to  the  problem:  the  Bureau  of  Primary  Health  Care  has 
an  initiative  to  integrate  primary  health  care  with  substance  abuse  treatment  and  the 
Office  of  Population  Affairs  has  a  project  to  train  staff  of  family  planning  clinics  on  how 
to  better  identify  substance  users  and  educate  them  on  the  risks  of  drugs  and  alcohol.136 

Aggressive  and  far-reaching  collaborations  on  behalf  of  pregnant  and  parent- 
ing substance  users  have  been  undertaken  by  the  Center  for  Substance  Abuse 
Prevention  (formerly  the  Office  for  Substance  Abuse  Prevention)  and  the  Maternal 
and  Child  Health  Bureau.  Promising  initiatives  also  have  been  implemented  by  the 
Center  for  Substance  Abuse  Treatment  (formerly  the  Office  of  Treatment  Improve- 
ment), which  administers  the  Substance  Abuse  Treatment  and  Prevention  Services 
Block  Grant  program  to  states.  In  addition,  the  role  of  the  Health  Care  Financing 
Administration  in  responding  to  the  problem  of  perinatal  substance  use  has  grown 
considerably  in  recent  years. 

Joint  Efforts  of  the  Center  for  Substance  Abuse  Prevention  and  the 
Maternal  and  Child  Health  Bureau 

Some  of  the  most  ambitious  efforts  to  treat  perinatal  substance  users  and  their  children 
have  resulted  from  collaboration  between  the  Center  for  Substance  Abuse  Prevention 
(CSAP)  and  the  Maternal  and  Child  Health  Bureau  (MCHB).  In  1988,  the  Anti-Drug 
Abuse  Act  appropriated  funds  for  the  former  Office  for  Substance  Abuse  Prevention 
(OSAP)  to  develop  and  administer  demonstration  projects  for  substance-using  pregnant 
and  postpartum  women  and  their  children.  Recognizing  that  substance  abuse  was  one  of 
the  major  problems  affecting  the  populations  it  serves,  MCHB  viewed  this  as  an 
excellent  opportunity  to  collaborate  and  it  supplemented  the  funding  for  these  projects. 
Since  1989,  CSAP  and  MCHB  have  jointly  funded  147  projects  for  pregnant  and 
postpartum  women  and  their  children.  The  projects  focus  on  prevention,  education,  and 
treatment  efforts  in  community  inpatient,  outpatient,  and  residential  settings.  Nearly  all 
projects  integrate  important  health  services  in  their  treatment  efforts.137 

The  Center  for  Substance  Abuse  Prevention  and  the  Maternal  and  Child  Health 
Bureau  also  jointly  fund  the  National  Resource  Center  for  the  Prevention  of  Perinatal 
Alcohol  and  Other  Drug  Abuse.  The  center,  which  is  a  three-year  effort,  was  estab- 
lished in  1991  to  serve  as  the  nation's  central  information  source  on  efforts  to  address 
and  prevent  the  consequences  of  maternal  alcohol  and  drug  abuse.  It  maintains  an 
information  and  referral  service  and  an  online  computerized  database  on  innovative 
programs.  It  also  sponsors  workshops  to  share  information  on  specific  issues  pertaining 
to  perinatal  substance  use  and  provides  other  technical  assistance  and  training  services. 
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The  Growing  Emphasis  on  Women's  Issues  by  the  Substance  Abuse 
and  Mental  Health  Services  Administration 

The  Substance  Abuse  and  Mental  Health  Services  Administration  (SAMHSA),138  which 
is  responsible  for  administering  block  grant  funds  for  alcohol  and  drug  treatment 
services  to  the  states,  also  has  taken  a  lead  role  in  responding  to  the  perinatal  substance 
use  problem.  Since  1981,  the  agency  has  worked  with  states  to  develop  and  administer 
substance  abuse  treatment  programs.  It  first  began  focusing  on  women  and  their  special 
needs  in  1984,  when  Congress  required  that  5  percent  of  the  block  grant  funds  be  set 
aside  to  support  alcohol  and  drug  abuse  services  for  women.  The  setaside  was  increased 
to  10  percent  in  the  Anti-Drug  Abuse  Act  of  1988,  and  language  was  added  to 
encourage  states  to  use  the  funds  specifically  for  pregnant  and  parenting  women. 
Moreover,  since  that  time,  the  appropriation  for  the  block  grant  has  increased  substan- 
tially. Consequently,  the  setaside  for  women  grew  from  $24.4  million  in  fiscal  1988  to 
$119.3  million  in  fiscal  1990. 

Despite  the  potential  of  the  setaside  to  significantly  impact  substance  abuse 
treatment  systems  for  women,  particularly  those  who  are  pregnant,  the  program  has 
been  criticized  for  not  meeting  this  goal.  One  reason  is  that  the  setaside  encouraged  but 
did  not  require  states  to  fund  services  designed  specifically  for  women,  nor  did  it 
require  states  to  use  the  grant  to  finance  services  for  pregnant  or  parenting  women. 
Although  more  women  have  received  treatment  because  of  the  setaside  funds,  it  is  not 
clear  that  they  have  received  the  specialized  services  they  need.139 

Many  of  these  problems  were  addressed  with  the  recent  reorganization  of  the 
program.  States  now  are  required  to  give  pregnant  and  postpartum  women  priority  for 
treatment.  The  10  percent  setaside  for  women  has  been  replaced  with  a  more  specific 
requirement  that  states  increase  spending  for  pregnant  women  and  women  with  dependent 
children  by  an  amount  equal  to  5  percent  of  their  total  program  expenditures  in  fiscal  1993. 
Spending  for  this  population  must  be  increased  by  another  5  percent  in  fiscal  1994.  The 
mandates  seek  to  ensure  that  states  enhance  their  existing  capacity  to  serve  these  populations. 
The  legislation  also  included  a  requirement  that  states  inform  all  pregnant  women  about  the 
availability  of  treatment  and  ensure  that  pregnant  women  can  access  services  within 
forty-eight  hours  of  seeking  treatment.  Moreover,  states  must  ensure  that  drug  treatment 
service  providers,  either  directly  or  through  arrangements  with  other  entities,  make  prenatal 
and  child  care  services  available.  A  provision  prohibiting  treatment  and/or  prevention 
programs  from  discriminating  against  pregnant  women  also  was  contained  in  the  law.140 
Although  it  is  too  early  to  tell  how  successful  states  will  be  in  fulfilling  these  mandates,  it  is 
expected  that  these  changes  will  help  ensure  that  pregnant  and  parenting  substance-using 
women  are  more  appropriately  served. 

The  Center  for  Substance  Abuse  Treatment  has  several  initiatives  designed  to 
address  the  needs  of  substance-using  mothers.  The  only  programs  eligible  for  funding 
are  those  that  can  demonstrate  an  ability  to  provide  a  comprehensive  array  of  services, 
including  residential  treatment;  primary  health  care,  including  perinatal  and  pediatric 
care;  nutritional,  educational,  and  vocational  services;  and  counseling  to  address 
lifestyle  issues.  The  first  initiative,  launched  in  September  1992,  funded  eleven 
programs  that  target  ethnic  minorities.  The  second  initiative  will  fund  the  development 
of  residential  treatment  programs  for  pregnant  and  postpartum  women  and  their 
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children.  The  third  initiative,  slated  to  begin  in  1994,  is  targeted  to  critical  subpopulations  of 
women,  including  racial  and  ethnic  minorities,  women  living  in  rural  areas,  women  with 
infectious  diseases,  and  women  who  are  homeless  or  living  in  public  housing.141 

HCFA's  Role  in  Supporting  Treatment  for  Substance  Use 

Among  the  numerous  federal  agencies  that  serve  substance-using  women  and  their 
children  is  the  Health  Care  Financing  Administration  (HCFA).  Because  HCFA  is 
responsible  for  administering  the  Medicaid  program,  the  agency  has  begun  to  play  an 
increasingly  important  role.  Medicaid  is  the  principal  program  financing  health  services 
for  low-income  populations  and  its  potential  to  fund  alcohol  and  treatment  services  has 
been  explored  by  a  growing  number  of  state  and  federal  officials.  Recent  expansions  in 
the  program  have  made  Medicaid  the  largest  source  of  public  funding  for  maternal  and 
child  health  care  in  the  United  States,  placing  the  program  in  a  unique  position  to  impact 
the  health  needs  of  these  populations.  Further,  Medicaid  represents  an  especially 
attractive  financing  vehicle  for  two  reasons.  First,  unlike  block  grants  or  special 
demonstration  projects  that  provide  finite  funding  for  a  specified  time,  Medicaid  is  an 
entitlement  program  that  provides  open-ended  funding  of  benefits  for  all  of  those  who 
meet  the  eligibility  criteria.  Second,  the  program  is  supported  by  federal  dollars  at 
matching  rates  of  between  50  percent  and  80  percent.  Medicaid  offers  states  a  means  by 
which  they  can  at  least  double  their  investment  of  state  dollars. 

For  various  reasons  the  Medicaid  program  historically  has  not  played  a  major 
role  in  financing  substance  abuse  treatment  services.  Primarily  this  is  a  result  of  the 
institutional-model  and  medical-model  biases  that  the  program  has  held  since  its 
inception  in  1965.  Although  no  category  of  coverage  titled  "substance  abuse  services" 
exists  in  the  Medicaid  statute,  a  wide  range  of  services  delivered  in  a  broad  array  of 
settings  can  be  covered  under  the  program.  Yet  a  great  deal  of  confusion  persists 
regarding  the  degree  to  which  Medicaid  can  finance  substance  abuse  treatment  services. 

Recognizing  this  problem,  in  August  1990  the  Health  Care  Financing  Ad- 
ministration sent  a  letter  to  all  state  Medicaid  directors  to  clarify  how  Medicaid 
coverage  could  be  broadened  to  pay  for  many  of  the  substance  abuse  services  provided 
in  most  states.  As  noted  in  the  letter,  states  can  cover  a  number  of  treatment  interven- 
tions using  existing  mandated  and  optional  coverage  categories. 

■  Under  the  inpatient  hospital  coverage  category,  detoxification  services  can 
be  covered. 

■  Under  the  physician,  clinic,  and  rehabilitative  services  categories,  a  variety 
of  outpatient  treatment  services  can  be  provided. 

■  Through  the  pharmaceutical  coverage  option,  methadone  maintenance  ser- 
vices can  be  provided. 

States  also  can  cover  substance  abuse  treatment  provided  by  home  health 
agencies,  outpatient  hospital  departments,  and  other  approved  facilities. 

The  IMD  Exclusion 

Noticeably  absent  from  the  list  of  Medicaid-reimbursable  substance  abuse  services  is 
adult  residential  treatment  programs.  This  is  because  the  Medicaid  statute  prohibits 
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states  from  paying  for  the  care  of  persons  between  the  ages  of  twenty-one  and  sixty-five  who 
are  housed  in  institutions  for  mental  disease  (IMDs).  Under  42  USC  Section  1396d(i),  an 
IMD  is  defined  as  "a  hospital,  nursing  facility,  or  other  institution  of  more  than  sixteen  beds, 
that  is  primarily  engaged  in  providing  diagnosis,  treatment,  or  care  of  persons  with  mental 
diseases,  including  medical  attention,  nursing  care,  and  related  services. " 

Because  HCFA  policy,  which  is  based  upon  the  standard  diagnosis  classifica- 
tions, considers  substance  abuse  to  be  a  mental  disorder,  drug  and  alcohol  treatment 
facilities  with  more  than  sixteen  beds  are  considered  IMDs  for  purposes  of  Medicaid 
reimbursement.  (HCFA  uses  the  Health  and  Human  Services  Department's  Internation- 
al Classification  of  Diseases,  9th  Version,  Clinical  Modification.)  Consequently,  the 
so-called  "IMD  exclusion"  severely  limits  states'  ability  to  pay  for  residential  treatment 
for  individuals  above  twenty-one  years  of  age. 

Special  HCFA  Demonstration  Projects 

Recognizing  that  substance  use  during  pregnancy  holds  considerable  implications  for 
Medicaid,  given  the  program's  increased  role  in  financing  maternity  and  infant  care, 
HCFA  recently  took  steps  to  further  expand  access  to  care  for  pregnant  substance  users. 
In  December  1990,  HCFA  solicited  proposals  from  states  to  develop  demonstration 
projects  to  increase  the  number  of  Medicaid-eligible  pregnant  women  who  receive 
prenatal  care,  substance  abuse  treatment,  and  other  relevant  services.  The  demonstra- 
tion projects  allow  states  to  modify  current  services  and/or  payment  approaches  and  to 
provide  residential  treatment  to  pregnant  substance  users  above  age  twenty-one  (i.e.,  to 
waive  the  IMD  exclusion).  Special  priority  was  given  to  states  that  described  how 
Medicaid-funded  services  would  be  effectively  integrated  and  coordinated  with  other 
funding  and  service  delivery  resources  to  support  a  comprehensive  continuum  of  care 
for  the  pregnant  drug  addict  and  her  children. 

In  September  1991,  Maryland,  Massachusetts,  New  York,  South  Carolina,  and 
Washington  were  awarded  funds  to  administer  and  monitor  their  proposed  projects.  The 
five-year  projects  typically  incorporate  many  of  the  components  that  experts  consider 
essential  in  a  comprehensive  program,  including  case  finding,  case  management, 
provider  training,  community  outreach,  and  a  wide  array  of  enhanced  services  such  as 
parenting  education,  nutrition  counseling,  and  transportation.  Several  of  the  demonstra- 
tions also  will  test  the  effectiveness  of  residential  treatment.  The  demonstrations'  impact 
on  patients'  access  and  utilization  of  care,  as  well  as  the  cost  of  both  prenatal  and 
substance  abuse  treatment  services,  will  be  formally  evaluated.  Birth  outcomes  and  the 
effects  that  enhanced  services  have  on  the  health  status  of  both  pregnant  women  and 
their  children  also  will  be  evaluated.  (The  specific  design  of  these  demonstration 
projects  is  described  in  Chapter  6.) 
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State  Responses  to  the  Perinatal 
Substance  Use  Problem 


Efforts  to  address  the  needs  of  substance-using  pregnant  women  and  their  exposed 
children  are  not  limited  to  the  federal  government.  An  NGA  Survey  of  State  Programs 
for  Substance-Using  Pregnant  Women  and  Their  Children  indicates  that  states  also  are 
playing  an  active  role.  Most  important,  the  NGA  survey  found  that  states  have  been 
quick  to  recognize  that  the  complex  needs  of  these  populations  require  a  multi-agency 
response.  They  have  worked  to  coordinate  and  integrate  the  services  of  their  health, 
substance  abuse,  child  welfare,  and  social  service  agencies.  Collaboration  to  ensure  that 
resources  are  being  used  most  effectively  has  become  even  more  critical  given  the 
continuing  fiscal  difficulties  in  many  states. 

To  determine  how  states  can  address  the  perinatal  substance  use  problem,  it  is 
important  to  first  understand  how  treatment  systems  currently  are  administered  and 
financed  by  state  alcohol  and  drug  abuse  and  Medicaid  agencies. 

Alcohol  and  Drug  Abuse  Agency  Activities 

State  alcohol  and  drug  abuse  agencies  receive  funds  under  the  federal  Substance  Abuse 
Prevention  and  Treatment  Services  Block  Grant,  formerly  the  Alcohol,  Drug,  and  Mental 
Health  Services  Block  Grant,  to  develop  policies  and  programs  to  meet  the  needs  of 
substance-using  populations.  In  1991,  the  federal  block  grant  totaled  $946.5  million.  State 
expenditures  for  substance  abuse  services  totaled  more  man  $1.2  billion.  If  county,  local, 
and  other  government  funds  are  included,  the  total  spent  in  state-administered  substance 
abuse  treatment  systems  was  $3.2  billion.  About  75  percent  of  this  amount  was  spent  on 
treatment  services  and  16  percent  on  prevention  services.  Most  state  alcohol  and  drug  abuse 
funds  are  directed  to  private  nonprofit  substance  abuse  providers.  Twenty-two  percent  of  the 
populations  served  in  these  programs  are  women.142 

Increases  in  federal  and  state  funding  in  recent  years  have  enabled  many  states 
to  focus  on  substance  abuse  prevention  and  treatment  programs  for  pregnant  and 
postpartum  addicted  women  and  their  children.143  States  are  using  the  10  percent 
setaside  under  the  federal  block  grant  to  implement  and  enhance  alcohol  and  other  drug 
treatment  services  for  these  groups.  Innovative  state  programs  include  residential 
treatment  programs,  outpatient  day  treatment  for  women  with  children,  specialized 
child  care,  support  group  services  for  women  and/or  "significant  others,"  transitional 
and  halfway  house  programs,  and  staff  training  programs.144  Yet  ambiguity  in  federal 
reporting  requirements  has  made  it  difficult  to  accurately  assess  the  manner  in  which 
states  have  used  the  setaside  funds  to  provide  care  to  pregnant  and  parenting  women.145 
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Medicaid  Financing  of  Substance  Abuse  Treatment  Services 

State  Medicaid  agencies  also  finance  many  services  for  these  populations  and  can  play 
a  significant  role  in  meeting  their  needs.  Although  the  federal  Health  Care  Financing 
Administration  sets  broad  guidelines,  states  retain  significant  flexibility  in  administering 
their  program,  including  establishing  reimbursement  rates  for  services,  setting  rules  for 
provider  participation,  and  defining  criteria  for  client  eligibility. 

State  Medicaid  programs  cover  a  range  of  substance  abuse  treatment  services  for 
all  populations  in  both  inpatient  and  outpatient  settings  (see  table).  The  vast  majority  of 
states  (forty-six)  cover  detoxification  in  inpatient  settings.  (Although  not  reflected  in  the 
table,  a  number  of  states  also  cover  detoxification  on  an  outpatient  basis.)  Moreover, 
many  states  cover  psychiatric/acute  mental  health  care,  medical  stabilization,  and 
rehabilitation  services  provided  by  hospitals.  States  also  cover  a  broad  range  of  services 
that  are  provided  on  an  outpatient  basis.  Primary  among  these  are  intake  assessments, 
evaluation  and  diagnosis,  counseling,  methadone  maintenance,  and  case  management.* 
As  with  all  Medicaid  benefits,  limits  on  the  amount,  duration,  and  scope  of  services 
vary  considerably  among  states. 

A  growing  number  of  states  have  recently  added  coverage  of  two  types  of 
treatment  interventions— intensive  outpatient  services  and  day  treatment  programs. 
Although  states'  definitions  of  these  services  vary  widely,  they  typically  incorporate  a 
variety  of  counseling  and  other  services  and  have  broader  service  limits  than  do 
individual  or  group  counseling.  For  example,  Alabama's  intensive  outpatient  program 
provides  coverage  for  up  to  six  hours  per  day.  In  Maine,  intensive  outpatient  services 
are  limited  to  one  and  one-half  hours  per  day,  twice  a  week,  for  up  to  thirty  weeks  per 
year.  Twenty-three  states  cover  intensive  outpatient  services. 

Day  treatment  programs  typically  offer  even  broader  coverage  than  do  intensive 
outpatient  services.  Most  often  these  programs  consist  of  individual,  group,  and  family 
counseling,  along  with  other  educational  and  support  services.  In  Minnesota,  thirty 
hours  per  week  of  intensive  therapeutic  services  are  covered  under  the  day  treatment 
program,  compared  with  ten  to  fifteen  hours  per  week  under  intensive  outpatient 
services.  Several  states  cover  day  treatment  for  clients  in  a  supportive  shelter  environ- 
ment. In  these  cases,  another  state  agency,  usually  the  alcohol  and  drug  abuse  agency, 
covers  patients'  costs  for  room  and  board.  For  example,  in  Ohio  the  therapy  portion  of 
certified  residential  programs  is  covered  under  Medicaid.  Thirty  states  cover  day 
treatment  programs. 

Medicaid  agencies  typically  allow  different  providers  to  deliver  outpatient 
substance  abuse  treatment  services,  including  community  mental  health  centers,  out- 
patient hospital  departments,  physicians,  and  psychologists.  In  recent  years,  a  number 
of  states  have  begun  to  enroll  alcohol  and  drug  abuse  treatment  providers  as  qualified 
Medicaid  providers.  Typically,  only  those  providers  meeting  certain  criteria  established 
by  the  state's  alcohol  and  drug  abuse  agency  are  eligible  for  reimbursement.  For 


According  to  the  National  Governors'  Association's  1992  MCH  Update,  thirty-eight  states  cover  care 
coordination/case  management  for  all  pregnant  women  under  Medicaid.  Although  many  of  these 
programs  serve  substance-using  pregnant  women,  they  generally  are  not  tailored  to  meet  their  needs. 
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example,  in  Kansas,  any  facility  that  is  certified  by  the  state's  alcohol  and  drug  abuse 
agency  as  an  "intermediate/day  alcohol  and  drug  addictive  treatment  facility"  may 
receive  Medicaid  reimbursement  for  the  services  it  provides  to  eligible  individuals. 

Medicaid  Coverage  of  Substance  Abuse  Treatment  Services  to  Special  Populations 

Current  law  also  affords  states  the  flexibility  to  target  substance  abuse  services  to  certain 
high-risk  populations  or  to  enhance  the  coverage  of  these  types  of  services  for  special 
populations.  For  example,  states  can  cover  substance  abuse  treatment  services  for 
children  below  age  twenty-one  through  the  Early  and  Periodic  Screening,  Diagnostic, 
and  Treatment  (EPSDT)  program.  Recent  changes  to  EPSDT  require  states  to  provide 
substance  abuse  treatment  if  it  is  deemed  medically  necessary  for  the  child.  Using 
EPSDT,  states  can  craft  a  comprehensive  package  of  substance  abuse  treatment  services 
for  children  and  adolescents  that  includes  residential  care.  (Exclusions  that  prohibit 
Medicaid  coverage  of  residential  care  for  adult  populations  do  not  apply  for  children 
below  age  twenty-one.)  EPSDT  also  can  be  used  by  states  to  cover  the  specialized  early 
intervention  and  developmental  services  that  substance-exposed  children  may  require. 

The  Consolidated  Omnibus  Budget  Reconciliation  Act  of  1985  (COBRA)  also 
afforded  states  two  unique  opportunities  to  enhance  service  coverage  for  certain 
populations.  These  options  can  be  used  by  states  to  target  services  to  substance-using 
populations,  particularly  those  who  are  pregnant.  Specifically,  Section  9508  permitted 
states  to  add  targeted  case  management  to  their  Medicaid  state  plan  as  an  optional 
service  without  seeking  a  federal  waiver.  States  can  target  specific  populations  and/or 
specific  geographic  areas  under  the  provision.  For  example,  they  can  utilize  COBRA 
authority  to  target  case  management  services  to  all  eligible  substance  users  or  to 
subpopulations  such  as  those  who  are  pregnant  and  parenting.  Three  states  (Colorado, 
Massachusetts,  and  Washington)  that  provide  case  management  target  these  services  to 
pregnant  substance  users. 

In  addition,  Section  9501  allowed  states  to  develop  packages  of  enhanced  prenatal 
care  benefits  for  women.  By  waiving  comparability  requirements,  the  law  permits  states  to 
extend  these  services  to  this  population  without  offering  the  same  services  to  other  groups  of 
Medicaid  recipients.  States  wanting  to  enhance  their  capacity  to  provide  treatment  services 
to  substance-using  pregnant  women  can  do  so  by  adding  benefits  under  this  provision.  For 
example,  Maryland,  Massachusetts,  and  Oregon  have  used  this  authority  to  extend  intensive 
outpatient  and/or  day  treatment  services  to  this  population. 

Finally,  states  may  seek  waiver  authority  to  provide  substance  abuse  services  to 
certain  eligible  populations.  Although  the  complex  application  process  discourages 
many  states  from  developing  such  programs,  it  is  possible  to  seek  federal  waivers  of 
specific  aspects  of  the  Medicaid  statute,  including  freedom  of  choice,  statewideness,  and 
comparability,  to  establish  a  substance  abuse  treatment  system.  For  example,  if  a  state 
is  able  to  demonstrate  that  its  proposed  program  would  be  cost-effective,  it  could  obtain 
a  federal  waiver  to  target  certain  substance  abuse  services  to  a  certain  subpopulation. 
Georgia  is  the  only  state  that  is  using  waiver  authority  to  cover  alcohol  and  drug  abuse 
treatment  services  provided  to  pregnant  women. 
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Medicaid  Reimbursement  for  Treatment  Services  Provided  to  Women  Living  in 
Residential  Centers 

Under  the  IMD  exclusion  rule,  state  Medicaid  agencies  are  prohibited  from  paying  for 
substance  abuse  treatment  services  provided  to  clients  residing  in  institutions  for  mental 
disease.  Although  states  have  options  that  would  allow  for  coverage  of  this  treatment, 
many  of  these  options  are  problematic. 

One  option  is  to  provide  coverage  of  residential  programs  in  facilities  with 
sixteen  or  fewer  beds.  This  approach  has  several  drawbacks.  First,  to  have  Medicaid 
cover  the  entire  program,  including  costs  for  room  and  board,  the  program  needs  to  be 
located  within  a  Medicaid  participating  facility  (i.e.,  a  hospital  or  nursing  home). 
Although  this  is  not  the  most  cost-effective  location  to  treat  substance  users,  it  is  the 
only  way  to  cover  the  costs  of  the  entire  residential  program.146  Second,  residential 
programs  for  pregnant  and  parenting  women  may  have  to  be  even  smaller  than  sixteen 
beds.  After  extensive  discussions,  current  HCFA  policy  is  that  beds  occupied  by  babies 
count  against  the  sixteen-bed  threshold.  Consequently,  a  residential  program  serving 
women  with  newborns  would  not  be  able  to  treat  more  than  eight  women  at  one  time. 
Finally,  if  a  residential  facility  were  to  allow  women  to  bring  other  children  with  them, 
the  program  would  have  to  be  even  smaller  in  scope.147  In  most  states,  the  costs  of  such 
small  programs  would  be  prohibitively  high. 

A  second  option  for  states  is  to  provide  residential  treatment  in  a  unit  of  an  acute 
care  hospital.  Under  this  approach,  even  if  substance  abuse  counseling  and  treatment 
services  are  provided  at  another  location,  they  can  be  considered  part  of  the  Medicaid 
participating  facility  rather  than  part  of  an  IMD.148 

Finally,  states  may  finance  through  Medicaid  the  treatment  services  of  women 
residing  in  residential  programs  only  by  separating  the  two  components  of  the  program. 
For  example,  women  living  in  residential  facilities  could  be  transported  to  a  different 
location  to  receive  alcohol  or  drug  treatment  services.  Medicaid  would  pay  for  the 
treatment  services,  while  the  costs  related  to  the  residential  component  would  be 
covered  by  a  funding  source  other  than  Medicaid.  This  approach  may  be  problematic 
for  several  reasons.  First,  to  meet  the  requirements  of  the  IMD  exclusion  rule,  the 
residential  facility  could  not  be  involved  in  arranging  for  the  treatment  services. 
Second,  establishing  a  program  with  clearly  separate  service  providers— one  for  hous- 
ing and  the  other  for  treatment— may  not  be  easy.  Transportation  and  logistical 
difficulties  may  arise.  Last,  the  effectiveness  of  the  residency  as  a  therapeutic  com- 
munity may  be  compromised  when  women  are  transported  off  site  for  treatment.149 

The  Challenge  of  Developing  an  Interagency  Approach 

Although  alcohol  and  drug  abuse  agencies  have  primary  responsibility  for  developing 
policies  and  programs  to  serve  pregnant  substance  users  and  their  children  and  Medicaid 
agencies  increasingly  help  finance  many  of  the  services  they  need,  these  populations 
also  come  into  contact  with  programs  administered  by  other  state  agencies.  To  reach 
and  treat  these  groups  in  an  effective  and  efficient  manner,  it  is  important  that  the  efforts 
of  all  agencies  responsible  for  serving  substance-using  pregnant  women  and  their 
children  are  coordinated.  In  addition  to  alcohol  and  drug  abuse  and  Medicaid  agencies, 
they  include  the  following. 
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■  Title  V/Maternal  and  Child  Health  programs  are  responsible  for  ensuring 
that  the  health  needs  of  women  and  children  are  met. 

■  Title  V/Children  with  Special  Health  Care  Needs  programs  serve  children 
with  complex  medical  and  developmental  problems. 

■  Child  welfare  agencies  are  responsible  for  protecting  the  health  and  social 
well-being  of  children. 

Still  other  programs  can  help  formulate  an  effective  state  response  to  the 
problem  of  perinatal  substance  use.  For  example,  the  state's  Interagency  Coordinating 
Council,  which  is  responsible  for  establishing  programs  of  early  intervention  services 
for  developmen tally  delayed  children  and  those  at  risk  for  developmental  delay,  can 
play  an  important  role  in  serving  alcohol  and/or  drug-exposed  infants.  In  addition,  the 
agency  administering  the  Supplemental  Feeding  Program  for  Women,  Infants,  and 
Children  (WIC)  can  help  ensure  that  the  nutritional  needs  of  pregnant  substance  users 
and  their  children  are  met.  Coordinating  the  efforts  of  these  agencies  is  a  difficult  but 
necessary  task  if  programs  are  to  effectively  reach  and  treat  these  populations. 
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Model  State  Programs  for  Pregnant 
Substance  Users  and  Their  Children 


An  overwhelming  majority  of  states  have  begun  to  respond  to  the  problem  of  perinatal 
substance  use  by  establishing  special  task  forces  or  workgroups  that  are  composed  of 
representatives  from  multiple  state  agencies  and  that  often  include  representatives  of  the 
private  sector.  The  taskforces  or  workgroups  not  only  have  raised  awareness  of  the 
problem,  but  also  have  increased  knowledge  among  program  officials  about  the  roles 
and  responsibilities  of  different  agencies  in  responding  to  the  needs  of  substance-using 
pregnant  women  and  their  children. 

The  results  of  the  NGA  Survey  of  State  Programs  for  Substance-Using  Pregnant 
Women  and  Their  Children  also  confirm  that  effective  interagency  coordination  on 
behalf  of  these  populations  is  extremely  challenging.  State  program  officials  over- 
whelmingly report  that  the  major  barrier  to  collaboration  is  the  lack  of  staff  and  other 
resources.  The  differing  and  sometimes  conflicting  priorities  and  philosophies  of  the 
multiple  state  agencies  exacerbate  this  problem.  Moreover,  program  officials  observe 
that  communication  problems,  concerns  about  turf,  categorical  funding  streams,  and 
different  eligibility  criteria  also  impede  collaboration. 

The  NGA  survey  identified  ten  states  where  especially  innovative  programs  for 
serving  pregnant  substance-using  women  and  their  children  have  been  implemented.  By 
focusing  on  the  needs  of  mothers  and  children,  these  states  have  overcome  complex 
regulatory  hurdles,  identified  shared  responsibilities,  and  integrated  multiple  funding 
sources  to  establish  comprehensive  programs.  It  is  hoped  that  the  profiles  will  inform 
other  states  and  motivate  them  to  develop  an  effective  multi-agency  response  to  the 
problem  of  perinatal  substance  use. 

California 

Catalyst 

In  the  late  1980s,  state  officials  in  California  became  aware  of  two  disturbing  trends. 
First,  the  number  of  infants  referred  to  the  state's  regional  centers  for  developmental 
assessments  and  services  because  of  substance  exposure  had  risen  sharply.  Second, 
there  was  a  large  increase  in  the  number  of  substance-exposed  children  placed  in  foster 
care.  In  1988,  Governor  George  Deukmejian  formed  the  State  Interagency  Task  Force 
on  Perinatal  Substance  Abuse  to  study  the  problem. 

The  task  force  was  composed  of  representatives  from  the  four  departments 
within  the  Health  and  Welfare  Agency  that  serve  substance-using  pregnant  women  and 
their  children:  Health  Services,  Alcohol  and  Drug  Abuse  Programs  (ADAP),  Develop- 
mental Services,  and  Social  Services.  The  group  was  charged  with  assessing  the  extent 


33    Model  State  Programs  for  Pregnant  Substance  Users  and  Their  Children 


of  perinatal  substance  use  across  the  state,  detennining  available  services  to  treat  the  popula- 
tions, and  identifying  new  services  needed  to  effectively  serve  substance-using  women. 

Approach 

An  analysis  of  available  data  revealed  that  the  increase  in  the  number  of  alcohol-  and 
drug-exposed  infants  was  having  a  profound  effect  on  nearly  all  departments  in  the 
agency.  For  example,  from  1986  to  1988,  the  Department  of  Health  Services  witnessed 
a  65  percent  increase  in  the  number  of  infants  affected  by  alcohol  or  other  drugs  in  its 
high-risk  infant  projects.  The  Department  of  Developmental  Services  reported  that  the 
percentage  of  infants  with  developmental  disabilities,  or  at  risk  of  developing  such 
disabilities,  because  of  substance  exposure  increased  from  9  percent  in  1985  to  29 
percent  in  1990.  Moreover,  between  1985  and  1989,  the  Department  of  Social  Services 
saw  a  65  percent  increase  in  the  number  of  children  placed  in  foster  care. 

Many  factors  were  contributing  to  the  growing  number  of  substance-exposed 
infants.  Pregnant  women  with  substance  use  problems  were  receiving  little  or  no 
prenatal  care.  Substance-using  women  and  their  children  were  experiencing  social  and 
housing  problems.  Moreover,  the  need  for  substance  abuse  services  exceeded  the 
capacity  of  existing  programs.  Of  the  822  alcohol  and  drug  treatment  programs 
monitored  or  licensed  by  the  state,  only  150  were  available  to  women.  Still  fewer 
accepted  children.  Waiting  lists  for  treatment  were  as  long  as  six  months. 

In  response,  the  task  force  began  work  on  a  strategy  for  addressing  the  special 
needs  of  addicted  pregnant  women.  Task  force  members  struggled  in  the  beginning  with 
several  problems.  They  realized  that  the  specialized  terminology  used  by  each  of  the 
four  departments  made  communication  between  the  departments  difficult.  Philosophical 
differences  also  stood  between  them.  For  example,  representatives  of  the  Department  of 
Health  Services  saw  case  management  as  an  integral  service  in  public  health.  In 
contrast,  representatives  of  the  alcohol  and  drug  abuse  system,  which  oriented  its 
approach  around  self-help  and  "tough  love,"  viewed  case  management  as  potentially 
detrimental  to  successful  treatment;  they  feared  that  case  management  would  foster 
codependency  in  substance  users. 

Eventually,  respect  for  one  another's  expertise  permitted  the  group  to  reach  a 
compromise.  Specifically,  the  task  force  developed  a  definition  of  case  management  that 
clearly  established  this  service  as  an  adjunct  to  treatment.  Cross-training  of  program 
staff  led  to  a  common  understanding  of  the  assumptions  underlying  a  case  management 
approach  and  provided  an  opportunity  to  discuss  the  philosophical  basis  for  this  and 
other  modes  of  service.  This  "meeting  of  the  minds"  became  very  important  when  the 
state  began  to  move  forward  on  developing  a  system  of  care. 

Through  a  division  of  labor  that  gave  each  department  responsibility  for  the  areas  in 
which  it  held  expertise,  the  task  force  developed  a  model  program  to  demonstrate  how  the 
needs  of  addicted  pregnant  and  parenting  women  and  their  children  could  be  met  through  a 
coordinated  approach.  Health  Services  developed  an  intensive  case  management  service; 
ADAP  developed  substance  abuse  treatment  services  tailored  to  meet  the  special  needs  of 
women;  and  Social  Services  developed  a  foster  care  training  and  respite  care  program  for 
substance-exposed  infants.  The  Department  of  Developmental  Services  provided  advice  and 
guidance  throughout  the  project. 
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Designed  to  promote  a  high  level  of  coordination  among  agencies  at  both  the 
state  and  local  levels,  the  model  program  also  required  the  establishment  of  a  local 
perinatal  substance  abuse  coordinating  council  (PSACC).  The  local  council  mirrors  the 
state  interagency  task  force  and  ensures  that  programs  provide  case  management, 
alcohol  and  drug  treatment,  specialized  foster  care,  and  outreach  services.  Specifically, 
the  council  identifies  gaps  in  and  duplication  of  services  and  develops  policies,  plans, 
interagency  agreements,  protocols,  and  referral  lists.  It  also  monitors  the  project's  goals 
and  objectives.  Furthermore,  the  model  required  each  program  to  designate  a  local  lead 
agency  to  work  with  the  state  interagency  task  force.  The  lead  agency  works  with  the 
state  to  develop  policy  and  ensures  coordination  among  the  county  board  of  supervisors, 
county  agencies,  and  service  providers. 

Outcomes 

In  1989,  the  legislature  appropriated  $8  million  to  implement  the  task  force's  model 
program  through  five,  three-year  pilot  projects  in  four  counties  identified  as  especially 
needy.  Named  "Options  for  Recovery,"  the  projects  received  earmarked  funding  from 
numerous  state  agencies.  The  Title  V/MCH  program  provided  funds  to  establish  case 
management  services;  ADAP  provided  funds  to  develop  specialized  substance  abuse 
treatment  programs;  and  Social  Services  provided  funds  for  foster  care  recruitment, 
training,  and  respite  care. 

Although  a  change  in  administration  occurred  shortly  after  the  implementation 
of  Options  for  Recovery,  Governor  Pete  Wilson  continues  to  place  a  high  priority  on 
the  problem  of  maternal  substance  use.  Adopting  a  slightly  different  strategy  than  his 
predecessor,  Governor  Wilson  in  1991  announced  a  $23  million  statewide  initiative  to 
expand  treatment  services  for  pregnant  and  postpartum  addicted  women. 

Options  for  Recovery.  In  1990,  the  three-year  Options  for  Recovery  pilot 
projects  were  codified  into  state  law.  The  same  legislation  also  established  the  Office  of 
Perinatal  Substance  Abuse  within  the  Department  of  Alcohol  and  Drug  Abuse 
Programs.  The  office  is  charged  with  monitoring  the  pilot  sites  and  responding  to 
inquiries  about  the  program  from  the  legislature  and  the  public.  The  legislation  also 
authorized  funds  for  an  evaluation  of  the  projects.  The  evaluation,  to  be  conducted  by 
ADAP,  will  examine  the  effectiveness  of  the  projects  and  determine  whether  and  how 
agency  collaboration  contributed  to  their  success. 

Initially,  five  large  communities  received  funds  to  establish  Options  for 
Recovery  projects:  Alameda  County,  Sacramento  County,  San  Diego  County,  and  two 
communities  in  Los  Angeles  County.  In  four  of  the  projects,  the  local  ADAP  serves  as 
the  lead  agency;  in  the  fifth,  the  local  health  services  division  leads  the  effort. 

Women  participating  in  the  projects  receive  a  range  of  health  and  support 
services,  including  nutritional  and  psychosocial  counseling,  health  education,  high-risk 
infant  follow-up  services,  and  EPSDT.  Services  are  coordinated  by  a  case  manager— 
typically  a  nurse. 

In  most  projects,  case  managers  facilitate  intake  by  identifying  and  referring 
women  for  treatment.  Case  managers  then  work  with  the  substance  abuse  treatment 
providers  to  develop  individualized  care  plans.  Once  an  assessment  is  completed,  the 
case  manager  links  women  to  needed  services,  such  as  help  in  applying  for  Medicaid. 
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Women  participating  in  Options  for  Recovery  receive  case  management  services  for 
two  years. 

In  addition  to  case  management,  all  Options  for  Recovery  projects  provide 
transportation  services,  child  care,  and  residential  and  day  treatment  services.  All 
participating  substance  abuse  treatment  programs  are  required  to  let  mothers  bring  their 
infants  with  them. 

Some  projects  also  offer  other  services.  For  example,  in  Alameda  County,  the 
Options  for  Recovery  program  links  participants  with  a  local  project  providing  housing 
assistance.  In  Sacramento,  a  support  group  is  available  for  women  on  the  treatment 
waiting  list. 

The  specialized  foster  care  training  and  respite  care  services  are  provided  by  county 
social  services  agencies.  Initially,  projects  targeted  foster  care  recruitment  to  parents  already 
within  the  system.  As  the  projects  have  expanded,  new  recruitment  strategies  have  been 
tried.  For  example,  in  a  number  of  projects,  staff  have  made  presentations  to  churches  and 
other  community  and  professional  organizations  in  order  to  recruit  additional  foster  care 
providers.  Specialized  training  materials  help  foster  parents  understand  the  substance  abuse 
recovery  process,  and  an  emphasis  is  placed  on  family  reunification.  All  projects  provide  up 
to  forty-eight  hours  per  month  of  respite  services  to  foster  parents  to  help  families  cope  with 
the  demands  of  substance-exposed  children. 

The  program  was  expanded  in  1991  after  its  first  year  was  deemed  a  success. 
Two  additional  Options  for  Recovery  projects,  including  a  regional  project  covering 
five  counties,  were  established  through  a  competitive  bidding  process.  Moreover,  ten 
planning  grants  of  up  to  $50,000  a  year  for  two  years  were  awarded  to  selected  counties 
to  develop  a  comprehensive  perinatal  service  plan.  The  funds  are  being  used  to  establish 
perinatal  alcohol  and  drug  abuse  coordinating  councils  that  will  plan  coordination  of 
existing  services,  develop  policy  and  protocols,  and  design  an  integrated  system. 

Perinatal  Substance  Abuse  Treatment  Expansion  Funds.  Based  on  the  early, 
promising  results  of  the  Options  for  Recovery  pilot  projects,  California  policymakers 
decided  in  1992  to  make  a  broader,  statewide  investment  in  perinatal  substance  abuse 
treatment.  A  comprehensive  array  of  specialized  services  were  funded,  including: 

■  methadone  maintenance; 

■  outpatient  treatment; 

■  day  treatment; 

■  residential  care; 

■  HIV  testing; 

■  needs  assessment  and  treatment  plans  that  address  educational  and  vocational 
needs,  parenting  skills,  and  health  education; 

■  referrals  to  and  coordination  of  needed  services,  such  as  transportation;  and 

■  discharge  planning  that  addresses  housing,  job  training,  child  care,  and 
after-care  support  issues. 
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The  additional  funding  will  allow  4,000  more  women  to  be  served  through  105 
newly  established  substance  abuse  treatment  programs  and  eighty-seven  programs  that 
have  been  expanded  or  enhanced.  About  $8  million  of  the  $23  million  in  additional 
funds  will  be  generated  from  Medicaid  reimbursement  of  methadone  maintenance, 
outpatient  counseling  services,  and  day  treatment. 

Outlook 

After  two  years  of  implementation,  Options  for  Recovery  projects  have  had  a  number  of 
successes.  By  July  1991,  case  managers  had  helped  more  than  850  participants  obtain  a  wide 
range  of  health  and  social  services,  including  comprehensive  perinatal  services,  AFDC 
benefits,  and  WIC  services.  Nearly  400  foster  families  received  special  training  and  almost 
as  many  children  were  placed.  Foster  care  parents  received  an  average  of  forty-three  hours 
of  respite  care  per  month.  Project  communities  have  benefited  from  improved  communica- 
tion and  a  better  understanding  of  the  special  needs  of  substance-using  women.  This  has 
resulted  in  stronger  linkages  among  health,  social  service,  and  substance  treatment 
providers.  Meanwhile,  the  number  of  babies  born  exposed  to  drugs  appears  to  be  declining. 
In  one  project  in  Los  Angeles,  forty-five  out  of  forty-nine  newborns  tested  negative  for  drug 
exposure  at  birth.  The  San  Diego  County  Options  for  Recovery  project  reported  an  89 
percent  drug-free  birth  rate  after  two  years  of  operation. 

Despite  these  achievements,  some  problems  remain.  In  many  areas,  coordina- 
tion issues  between  service  providers  have  not  been  fully  resolved.  In  addition,  there 
still  are  not  enough  spaces  in  treatment  programs  for  those  who  need  them.  Capacity  is 
particularly  short  in  residential  treatment  programs  that  allow  women  to  bring  in  their 
other  children.  Construction  costs,  neighborhood  opposition,  and  licensing  require- 
ments all  present  barriers  to  expanding  this  type  of  care.  Furthermore,  better  strategies 
are  needed  to  bring  women  into  treatment  earlier  in  their  pregnancy  and  encourage  them 
to  stay.  The  state  task  force,  in  collaboration  with  the  pilot  projects,  continues  to  work 
on  ways  to  address  these  problems. 

Florida 

Catalyst 

During  the  mid-1980s,  cocaine  use  increased  dramatically  in  Florida,  particularly  among 
women.  The  problem  received  widespread  attention  when  several  babies  died  while  in  the 
custody  of  substance-using  parents.  Disturbing  increases  in  the  number  of  drug-dependent 
newborns  and  in  foster  care  caseloads  added  to  the  concern  of  state  officials. 

In  1987,  the  state  took  several  steps  to  address  the  growing  problem  of  babies 
born  exposed  to  drugs. 

■  First,  the  secretary  of  the  Department  of  Health  and  Rehabilitative  Services 
(HRS),  the  state's  umbrella  human  resources  agency,  required  public  health 
nurses  to  make  home  visits  to  all  substance-exposed  newborns. 

■  Next,  the  definition  of  mandatory  reporting  for  child  abuse  and  neglect  in  the 
Florida  statute  was  broadened  to  include  the  birth  of  drug-dependent  newborns, 
and  an  Abuse  Registry  for  centralized  reporting  of  all  abuse  was  established. 


37    Model  State  Programs  for  Pregnant  Substance  Users  and  Their  Children 


■   In  addition,  HRS  formed  an  intra-agency  Substance  Abused  Newborn 
Workgroup  to  address  the  perinatal  substance  abuse  issue.  j 

The  workgroup  was  composed  of  representatives  from  Family  Health  Services;  the 
Alcohol,  Drug  Abuse  and  Mental  Health  Program  Office  (ADAMHP);  the  Children,  Youth 
and  Families  Program  Office  (CYF);  Children's  Medical  Services  (CMS);  Medicaid; 
Economic  Services;  and  Developmental  Services  (DS).  The  workgroup  examined  how  the 
many  agencies  within  the  department  could  coordinate  to  develop  policy  and  guidelines  to 
help  pregnant  and  parenting  substance  users  and  their  children. 

In  1989,  Governor  Bob  Martinez  appointed  a  Drug-Exposed  Infant/Families 
Subcommittee  to  the  Governor's  Drug  Policy  Task  Force  to  determine  how  the  state 
should  respond  to  the  needs  of  these  families.  Members  of  the  subcommittee  included  j 
drug  treatment  providers,  legal  representatives,  and  client  advocates,  as  well  as  four  1 
members  of  the  HRS  workgroup.  Consequently,  the  HRS  workgroup  was  able  to 
provide  input  to  the  Governor's  Drug  Policy  Task  Force;  ultimately,  it  supported  the 
task  force's  recommendations  for  legislative  changes.  This  collaboration  ensured  that 
the  workgroup's  planning  process  was  consistent  with  the  Governor's  broader  initiative 
on  drugs. 

Approach 

In  1990,  the  intra-agency  workgroup  issued  a  statewide  operational  plan  for  serving 
families  with  substance  use  problems.  The  plan  addressed  several  important  objectives, 
including  the  development  of  a  system  for  identifying  substance-exposed  newborns  and 
meeting  their  health  and  social  needs. 

Developing  a  plan  for  an  agency  as  large  and  complex  as  HRS  was  a  challenge. 
Initially,  it  was  difficult  for  the  workgroup  members  to  determine  how  the  activities  and 
operations  of  so  many  agencies  could  be  coordinated.  Philosophical  differences  also 
were  apparent,  most  notably  between  the  child  protective  services  and  public  health 
agencies.  Having  the  agencies  represented  on  a  equal  basis  proved  helpful;  the  group 
was  able  to  compromise  and  develop  solutions  that  addressed  the  needs  of  the  families 
as  well  as  the  safety  of  the  infants. 

The  policy  outlined  a  coordinated  response  by  both  Public  Health  and  Child 
Protective  Services.  By  increasing  Medicaid  support  of  public  health  nursing  services 
through  EPSDT,  the  problem  of  limited  resources  was  eased.  Treatment  service 
enhancements  as  part  of  the  OBRA-89  EPSDT  expansions  also  ensured  that  services  for 
substance-exposed  newborns  would  be  available.  In  addition,  increases  in  the  Alcohol, 
Drug  Abuse,  and  Mental  Health  Services  Block  Grant  allowed  the  state  to  finance  more 
comprehensive  treatment  for  pregnant  and  postpartum  women.  More  recently,  the 
state's  Healthy  Start  initiative  has  broadened  coverage  of  Medicaid  to  185  percent  of  the 
federal  poverty  level,  ensuring  that  more  pregnant  women  have  access  to  health 
services.  Pregnant  substance-using  women  and  substance-exposed  infants  are  eligible 
for  Healthy  Start  care  coordination  and  enhanced  services. 

Outcomes 

As  an  outgrowth  of  the  efforts  of  the  HRS  intra-agency  workgroup,  Florida  has 
implemented  a  two-pronged  approach  to  dealing  with  the  problem  of  perinatal  substance 


38    Creating  Systems  of  Care  for  Substance-Using  Pregnant  Women  and  Their  Children 


use.  One  set  of  initiatives  focuses  on  intervening  on  behalf  of  substance-exposed  infants, 
while  a  second  set  of  reforms  aims  to  better  meet  the  needs  of  addicted  mothers. 

Coordinating  the  Care  of  Substance-Exposed  Newborns.  In  1988,  HRS 
issued  a  requirement  that  all  babies  born  to  substance-using  mothers  be  reported  to  child 
abuse  and  neglect  authorities.  A  child  protective  investigator  (CPI)  must  then  determine 
whether  the  child's  life  is  in  danger  and  notify  the  county  public  health  unit,  which 
arranges  nursing  care  for  the  infant. 

Following  the  issuance  of  the  reporting  requirement,  state  public  health  officials 
needed  to  develop  a  process  and  protocol  for  the  infant  home  visiting  program.  The 
adopted  approach  builds  on  the  existing  public  health  nursing  infrastructure. 

When  an  infant  is  born  who  may  have  been  exposed  to  drugs,  public  health 
nurses  conduct  a  home  evaluation  and  family  assessment  both  prior  to  and  after  the 
infant's  discharge  from  the  hospital.  The  home  visit  includes  an  assessment  of  the 
infant's  health  and  the  environmental  condition  of  the  home.  Any  other  needs  for  social 
services  also  are  identified.  Information  from  these  evaluations  is  provided  to  the 
referring  hospital  or  physician  as  well  as  to  the  CPI  for  use  in  determining  how  the 
placement  of  the  child  should  be  handled. 

To  meet  the  new  demands  of  the  reporting  requirement,  Florida  hired  an 
additional  ninety  public  health  nurses  to  provide  home  visits  and  case  management 
services  to  substance-exposed  infants.  The  nurses  are  supported  through  the  EPSDT 
program  with  federal  Medicaid  funds  at  an  enhanced  administrative  matching  rate  of  75 
percent.  (Because  the  tasks  performed  under  the  home  visiting  program  require  the  use 
of  skilled  medical  professionals,  the  state  can  claim  the  75  percent  rate  rather  than  the 
usual  50  percent  administrative  rate.)  The  nurses  provide  a  range  of  services  in  addition 
to  the  initial  home  evaluation  and  family  assessments,  including: 

■  outreach  and  education  about  EPSDT  benefits; 

■  parenting  education; 

■  coordination  of  care,  including  an  assessment  of  needs,  the  development  of 
a  family  plan,  and  referrals  to  ensure  that  the  mother  receives  substance 
abuse  treatment  for  her  addiction,  family  planning  assistance,  and  other 
needed  services;  and 

■  followup  to  ensure  that  infants  and  children  are  receiving  all  needed  services, 
including  EPSDT  screens  and  appropriate  treatment. 

To  assist  public  health  nurses  and  other  providers  with  parenting  education, 
HRS  developed  two  handbooks:  "Signs,  Symptoms,  and  Comforting  Techniques  for 
Infants  Affected  by  Substance  Exposure"  and  "Caring  for  Children  At  Risk,  Ages  1-3." 
These  attractive,  easy-to-use  booklets  provide  guidance  to  parents  and  other  caregivers 
on  conditions  that  substance-exposed  infants  and  children  may  experience,  including 
high  fevers,  hyperactivity  and  trembling,  blotchy  skin,  and  poor  feeding  habits.  The 
handbooks  have  been  distributed  to  all  public  health  districts  and  are  available  for  other 
programs  to  duplicate  or  purchase. 

More  recently,  OBRA-89  enhancements  to  Florida's  EPSDT  program  have 
made  available  other  services  for  substance-exposed  newborns.  In  addition  to  case 
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management  services,  many  specialized  services  such  as  rehabilitative  therapies  and 
private  duty  nursing  are  now  covered.  Florida  also  has  added  a  benefit  that  allows 
specially  trained  foster  parents  of  children  with  special  needs  to  receive  reimbursement 
as  personal  care  providers. 

Through  these  initiatives,  the  workgroup  succeeded  in  developing  a  system  for 
identifying  substance-exposed  newborns,  ensuring  their  safety,  and  responding  to  their 
health  and  social  needs. 

Developing  a  Comprehensive  Treatment  Program  for  Pregnant  Substance 

Users.  Once  Florida  addressed  the  most  pressing  need— caring  for  substance-exposed 
infants— the  state  was  ready  to  shift  its  focus  to  prevention.  A  1988  HRS  study  found 
that  the  average  hospital  cost  for  an  infant  exposed  to  substances  was  $7,594,  compared 
with  $584  for  a  normal  newborn.  Moreover,  the  study  found  that  11  percent  of 
substance-exposed  infants  required  intensive  neonatal  care  at  an  average  cost  of 
$31,948.  Yet  the  cost  of  six  months  of  residential  treatment  for  one  pregnant  woman 
was  estimated  at  only  $10,800. 

Prompted  by  these  findings,  in  1989  Florida  began  exploring  ways  to  improve 
treatment  programs  for  pregnant  women.  At  the  outset,  the  state  had  to  address  two 
serious  and  related  problems.  First,  there  was  a  lack  of  capacity;  in  1987,  Florida  had 
only  sixteen  residential  beds  for  pregnant  women.  Second,  the  existing  treatment  system 
was  male-oriented  and  did  not  provide  the  care  that  women  needed. 

As  a  first  step,  in  1989  the  Alcohol,  Drug  Abuse  and  Mental  Health  Program 
(ADAMHP)  modified  its  contracts  with  treatment  providers  to  require  that  pregnant 
women  and  mothers  with  substance-exposed  children  be  given  priority  to  receive 
treatment.  At  the  same  time,  county  public  health  units  were  asked  to  give  substance- 
using  women  priority  for  prenatal  care  services. 

The  second  step  was  to  ensure  that  women  in  all  of  the  state's  eleven  health 
districts  had  access  to  a  continuum  of  services  to  treat  their  substance  use  and  addiction. 
Using  the  10  percent  setaside  from  the  Alcohol,  Drug  Abuse,  and  Mental  Health 
Services  Block  Grant,  ADAMHP  developed  and  funded  a  comprehensive  package  of 
services  for  substance-using  pregnant  and  parenting  women.  Providers  that  could 
demonstrate  broad  qualifications  were  given  funding  consideration.  These  qualifications 
included: 

■  experience  in  treating  at-risk  and  pregnant  women; 

■  linkage  with  appropriate  support  services  such  as  hospitals,  county  public 
health  units,  and  economic  rehabilitation  services; 

■  qualified  staff;  and 

■  accessibility  to  the  target  population. 

The  funds  were  used  to  finance  the  following  new  services. 

■  Women's  intervention  specialist  services.  A  new  master's  level  position 
was  created  to  provide  addicted  women  in  treatment  with  care  coordination 
services.  Women's  intervention  specialists  also  are  responsible  for  working 
with  the  public  health  nurse  and  the  CPI  and  for  performing  outreach  and 
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education  in  the  community.  Funding  was  provided  for  twenty-two  of 
these  positions. 

■  Women's  residential  and  day  treatment  services.  By  funding  135  residen- 
tial beds  and  400  day  treatment  slots,  the  state  began  providing  specialized 
individual,  group,  and  family  counseling  services  to  addicted  women. 
Programs  are  required  to  provide  ancillary  services,  such  as  life  manage- 
ment skills,  parenting  education,  and  support  services,  including  help  in 
obtaining  prenatal  care. 

■  Child  care.  Although  no  separate  funds  were  appropriated  for  child  care, 
substance  abuse  treatment  providers  were  encouraged  to  develop  their  own 
child  care  services  or  contract  with  an  existing  child  care  facility. 

■  Vocational  and  educational  counselors.  In  1989,  the  state  hired  twenty  voca- 
tional counselors  and  twenty  educational  counselors.  The  counselors  evaluate 
clients'  skills,  develop  individualized  plans  to  address  their  vocational  and 
educational  needs,  and  refer  them  to  community  job  assistance  programs. 

In  1990,  the  legislature  appropriated  $8.3  million  to  continue  and  enhance  these 
services.  Funds  were  provided  for  additional  intervention  specialists;  additional  residen- 
tial/day treatment  slots;  and  new  outpatient,  transportation,  and  child  care  services. 

Critical  to  Florida's  success  is  the  fact  that  all  programs  licensed  by  ADAMHP 
are  eligible  for  Medicaid  reimbursement.  Assessments,  counseling,  and  day  treatment 
services  are  covered  under  the  Medicaid  rehabilitative  services  option.  In  addition, 
Medicaid  recently  began  covering  substance  abuse  rehabilitation  programs  for  pregnant 
women  in  the  rehabilitation  unit  of  certified  hospitals. 

Outlook 

Florida  has  been  quite  successful  in  developing  an  integrated  program  that  focuses  both 
on  serving  the  needs  of  substance-exposed  newborns  and  providing  enhanced  care  to 
pregnant  and  parenting  substance  users.  Officials  in  the  state's  Department  of  Health 
and  Rehabilitative  Services  have  developed  policies  and  programs  that  ensure  a  con- 
tinuum of  care  for  pregnant  substance  users  and  their  children. 

However,  implementation  problems  exist  at  the  local  level.  Although  state 
officials  managed  to  overcome  many  communication  problems  and  philosophical  dif- 
ferences, similar  progress  at  the  local  level  has  been  slow.  A  lack  of  communication 
among  the  multiple  service  providers  continues  to  hamper  efforts  in  some  locations.  The 
problem  is  particularly  acute  between  child  protective  services  and  public  health 
agencies.  For  example,  although  each  CPI  is  supposed  to  notify  the  county  public  health 
unit  when  a  substance-exposed  newborn  is  reported,  most  referrals  to  public  health 
nurses  are  made  by  hospitals.  In  many  cases,  the  development  of  local  task  forces  has 
helped  strengthen  communication,  increase  services,  and  reduce  duplication  of  services. 

Cooperation  between  alcohol  and  drug  abuse  treatment  and  public  health 
providers  also  appears  to  be  improving.  Treatment  programs  report  that  they  prefer  to 
serve  pregnant  women  who  also  are  receiving  care  from  the  county  public  health  unit. 

To  facilitate  implementation  of  the  state  plan,  HRS  formed  a  Technical  Assis- 
tance and  Consultation  Team  (TACT)  in  1991.  Made  up  of  representatives  from  the 
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various  state  agencies  involved  in  the  substance-exposed  newborn  workgroup,  the  team 
visits  local  district  offices  to  evaluate  and  assist  in  the  implementation  of  new  programs 
for  substance-exposed  newborns  and  their  families. 

In  the  late  1980s,  the  TACT  approach  had  proved  quite  successful  in  promoting 
the  effective  implementation  of  Medicaid  eligibility  expansions  for  pregnant  women. 
Unfortunately,  this  approach  has  not  worked  as  well  for  the  new  initiative.  One  reason 
is  that  the  team  has  assumed  a  more  formal  structure  than  it  had  under  the  Medicaid 
expansion  initiative.  An  increased  emphasis  on  measuring  outcomes  and  holding  the 
districts  accountable  for  implementation  of  the  state  plan  has  led  to  a  less  open  and 
welcoming  relationship  between  the  state  and  local  district  offices.  The  district  offices 
often  view  TACT  members  as  inspectors  or  auditors  rather  than  as  facilitators.  Because 
of  this  confused  focus,  the  state  recently  suspended  plans  for  the  team  to  visit  more 
districts.  Nonetheless,  officials  believe  that  the  TACT  visits  already  completed  were 
useful  in  identifying  issues  that  need  to  be  addressed  at  the  state  level. 

Ironically,  the  mandatory  reporting  requirement  has  contributed  to  certain  other 
problems  in  implementing  the  state  initiative.  Many  women  are  thought  to  be  reluctant 
to  seek  care  for  fear  of  having  their  children  taken  away  from  them.  Mandatory  CPI 
investigations  as  well  as  the  highly  publicized  case  of  "Jennifer  Jones,"  who  was 
charged  with  distributing  an  illegal  substance  to  her  infant  through  the  umbilical  cord, 
are  believed  to  be  keeping  many  women  away  from  the  health  and  substance  abuse 
treatment  systems.  The  Florida  Supreme  Court  ruled  that  the  legislature  did  not  intend 
for  drug  delivery  statutes  to  be  used  to  prosecute  women  who  abused  drugs  prenatally. 
The  state  has  revised  its  rules  accordingly,  requiring  professionals  to  report  only  those 
substance-exposed  children  whose  safety  and  health  are  threatened.  The  state  continues 
to  try  to  balance  the  needs  of  women  and  young  children. 

Illinois 

Catalyst 

During  the  mid-1980s,  an  increase  in  the  number  of  women  seeking  treatment  for 
substance  use  led  the  Illinois  Department  of  Alcoholism  and  Substance  Abuse  (DASA) 
to  examine  its  policies  and  programs  for  this  population.  An  internal  workgroup  was 
formed  to  conduct  a  needs  assessment  and  develop  a  strategic  plan  for  treating  women 
with  substance  use  problems.  This  marked  the  first  time  that  Illinois'  substance  abuse 
treatment  system  addressed  issues  specific  to  women. 

Approach 

The  workgroup  discovered  that  a  number  of  barriers  kept  women  from  using  state 
treatment  services.  As  in  many  other  states,  Illinois'  treatment  system  was  male- 
oriented  and  did  not  provide  specialized  services  for  women.  In  addition,  a  lack  of 
transportation  and  child  care  services  kept  many  women  from  obtaining  the  help  they 
wanted  and  needed.  Finally,  the  workgroup  concluded  that  the  health  and  human  service 
agencies  were  poorly  coordinated  throughout  the  state. 

DASA  responded  by  developing  a  comprehensive  plan  for  meeting  women's 
needs.  In  1989,  $5  million  was  appropriated  to  expand  specialized  treatment  for  women 
and  their  children.  The  funds  were  used  to  create  halfway  houses,  residential  treatment 
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programs,  and  specialized  outpatient  programs  that  linked  health  and  social  support 
services  to  substance  abuse  treatment.  Working  in  partnership  with  DAS  A,  the  Depart- 
ment of  Public  Aid  (the  single  state  Medicaid  agency  in  Illinois)  significantly  broadened 
Medicaid  coverage  of  substance  abuse  treatment  to  support  many  of  the  new  services. 

DASA  has  since  participated  on  numerous  interagency  task  forces  and  informal 
workgroups  seeking  solutions  to  problems  associated  with  perinatal  substance  use. 
These  collaborations  often  have  resulted  in  interagency  resource  sharing  to  fund  special 
initiatives  on  behalf  of  pregnant  and  parenting  women  and  their  children.  For  example, 
DASA  and  the  Department  of  Children  and  Family  Services  (DCFS)  jointly  fund 
Project  Safe  programs  around  the  state.  Started  under  a  federal  demonstration  grant,  the 
project  provides  substance  abuse  treatment  and  parent  training  to  mothers  in  danger  of 
losing  their  children  under  child  abuse  and  neglect  laws.  DASA  also  has  worked  with 
the  Department  of  Public  Health  (DPH)  and  the  Department  of  Public  Aid  (DPA)  on  a 
number  of  promising  initiatives. 

Outcomes 

Working  together,  DASA,  DPA,  and  DPH  have  implemented  three  major  initiatives 
aimed  at  expanding  Illinois'  capacity  to  serve  pregnant  substance  users  and  their 
families.  The  first  initiative  expanded  Medicaid-covered  services.  The  second  modified 
the  state's  infant  mortality  initiative  to  more  directly  address  substance  use  problems. 
The  third  created  more  than  forty  new  comprehensive  treatment  programs  for  women. 

Expansion  of  Medicaid-Covered  Services.  DASA  and  DPA  have  enjoyed  a 
productive  relationship  since  the  early  1980s,  when  the  state  received  a  federal  demonstra- 
tion grant  to  explore  Medicaid  financing  of  substance  abuse  treatment  services.  Since  that 
time,  the  two  agencies  have  worked  together  to  establish  treatment  services  for  Medicaid- 
eligible  substance-using  populations.  Although  these  services  are  not  specifically  targeted  to 
pregnant  women,  many  recent  expansions  grew  out  of  interagency  efforts  to  deal  with 
perinatal  substance  use.  The  new  services  are  the  following. 

■  Intensive  outpatient  services.  These  provide  individual  and  group  treatment 
for  a  minimum  of  fifteen  hours  per  week  in  accordance  with  an  individual- 
ized treatment  plan.  Services  may  be  provided  by  a  subacute  outpatient 
program  or  by  a  residential  rehabilitation  program  of  sixteen  or  fewer  beds. 

■  Residential  rehabilitation  services.  These  offer  inpatient  diagnostic  and 
individual  or  group  treatment  for  twenty-five  hours  per  week  in  a  Medicaid- 
enrolled  subacute  hospital.  (These  services  are  available  to  individuals  below 
age  twenty-one  in  accredited  facilities.) 

■  Day  treatment  services.  These  include  a  range  of  comprehensive  treatment 
services  provided  by  approved  residential  treatment  programs  of  sixteen  or 
fewer  beds. 

■  Day  detoxification  services.  These  provide  psychological  stabilization  and 
diagnostic  and  short-term  treatment.  The  services  are  provided  by  approved 
residential  treatment  programs  of  sixteen  or  fewer  beds. 
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■  Methadone  treatment  services.  These  offer  a  range  of  services,  including 
the  dispensing  of  methadone,  ongoing  medical  exams,  and  urine  collection 
and  analysis. 

Since  July  1991,  when  sharp  increases  in  Medicaid  expenditures  began  forcing 
DPA  to  cut  optional  services,  DAS  A  has  picked  up  the  state  match  for  these  and  other 
substance  abuse  services  covered  under  Medicaid.  By  maximizing  the  use  of  available 
resources  through  shared  funding  arrangements,  Illinois  has  been  able  to  continue  to 
provide  substance  abuse  treatment  services. 

Drug-Free  Families  with  a  Future  Program.  In  1989,  DAS  A  began  working 
with  an  interagency  group  to  explore  strategies  for  addressing  the  state's  infant 
mortality  problem.  Other  agencies  involved  in  the  effort,  which  was  initiated  by  the 
Department  of  Public  Health,  included  the  departments  of  Public  Aid  (Medicaid)  and 
Children  and  Family  Services.  The  group  developed  an  interdisciplinary  model  for 
meeting  the  health,  nutritional,  and  social  needs  of  pregnant  women.  Called  Families 
with  a  Future,  the  program  seeks  to  coordinate  policy  and  programs  to  improve  birth 
outcomes.  In  1990,  seventeen  areas  with  high  infant  mortality  rates  and  socioeconomic 
risk  factors  received  funding  to  establish  Families  with  a  Future  projects.  These  local 
projects  typically  are  based  in  local  health  departments.  They  provide  outreach,  case 
management,  nutritional  services  through  WIC,  health  services,  and  referrals  for  other 
needed  services. 

In  August  1990,  after  local  case  managers  and  outreach  workers  expressed 
concern  that  many  of  their  clients  had  substance  use  problems  that  were  not  being 
adequately  addressed,  state  agencies  made  some  changes  in  the  program.  DPH  and 
DASA  devised  a  method  for  linking  local  health  departments  and  substance  abuse 
programs  in  all  project  sites.  Under  the  enhanced  program,  called  "Drug-Free 
Families  with  a  Future,"  case  managers,  substance  abuse  counselors,  and  outreach 
workers  meet  each  month  to  discuss  cases.  Other  service  providers,  such  as  early 
intervention  specialists,  child  protective  services  workers,  and  nutritionists,  are 
included  when  necessary. 

Women  are  identified  and  referred  to  a  Drug-Free  Families  with  a  Future 
program  by  outreach  workers  who  often  are  recovering  addicts.  Staff  at  WIC  programs 
and  prenatal  care  clinics  also  make  referrals.  Every  pregnant  woman  receives  an  initial 
assessment  by  the  case  manager.  She  is  then  referred,  when  necessary,  to  a  substance 
abuse  counselor  for  a  comprehensive  assessment  of  her  substance  abuse  treatment 
needs.  Based  on  these  evaluations,  an  attempt  is  made  to  place  the  woman  in  an 
appropriate  treatment  modality.  Unfortunately,  placements  often  are  based  on  the 
availability  of  care  rather  than  the  appropriateness  of  care. 

The  $1.7  million  Drug-Free  Families  with  a  Future  program  is  funded  jointly  by 
DPH,  DASA,  and  Medicaid.  DPH  provides  the  Medicaid  state  match  to  cover  outreach 
and  case  management  services  and  Medicaid  covers  obstetrical  and  pediatric  services. 
Substance  abuse  treatment  services  are  funded  by  DASA,  and  DPA  claims  the  federal 
match  for  services  covered  under  the  state  plan.  Linkages  between  medical  providers 
and  local  health  departments  have  been  augmented  by  the  Department  of  Public  Health's 
Perinatal  Addiction  Program.  This  program  was  established  in  1990  in  response  to 
legislation  that  requires  providers  to  report  any  newborn  whose  blood  or  urine  contains 
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a  controlled  substance  to  Child  Protective  Services.  Instead  of  reporting  the  mother 
to  authorities,  physicians  and  other  health  care  providers  have  the  option  of 
contacting  the  Perinatal  Addiction  Program.  This  program  then  refers  the  woman  to 
the  local  Drug-Free  Families  with  a  Future  site,  if  one  is  operating  in  her  area,  or 
to  the  local  health  department. 

Comprehensive  Treatment  Programs  for  Women.  Illinois  currently  has  more 
than  forty  comprehensive  treatment  programs  for  women.  Located  throughout  the  state, 
these  programs  typically  include  residential  facilities  for  women  and  their  children 
and/or  intensive  outpatient  treatment,  case  management,  outreach,  and  child  care 
services.  One  example,  which  represents  the  joint  effort  of  DASA,  DPA,  and  DCFS,  is 
the  Women's  Treatment  Center  in  Chicago.  Housed  in  a  former  hospital  that  was 
purchased  by  the  state  in  1990,  the  center  offers  counseling,  child  care,  parenting 
education  and  training,  vocational  counseling,  and  skill  building  services.  These  ser- 
vices are  provided  through  three  programs: 

■  a  twenty-five  bed  residential  treatment  program  for  pregnant  women; 

■  a  twenty-bed  residential  treatment  program  for  pregnant  adolescents;  and 

■  an  intensive  outpatient  program. 

The  Women's  Treatment  Center  also  includes  an  intake  center  that  provides 
developmental  services  and  needed  therapies  to  substance-exposed  infants. 

The  Women's  Treatment  Center  has  a  number  of  funding  sources.  Federal  and 
state  DASA  funds  support  the  residential  programs,  extended  services  such  as  parenting 
education  and  skill  building,  and  child  care.  The  intensive  outpatient  program  is 
financed  primarily  through  Medicaid.  DASA  and  DCFS  jointly  fund  the  intake  center 
for  exposed  infants. 

Outlook 

Although  Illinois  agencies  have  implemented  a  number  of  innovative  programs  for 
treating  substance-using  pregnant  and  parenting  women  in  selected  locations,  limited 
resources  have  made  it  impossible  for  them  to  provide  services  on  a  statewide  basis. 
Escalating  Medicaid  costs,  which  the  state  responded  to  by  shifting  funding  from  DASA 
into  Medicaid,  have  contributed  in  particular  to  an  inadequate  supply  of  residential 
treatment  services.  Although  transferring  funds  into  Medicaid  allowed  the  state  to  more 
than  double  its  investment  in  outpatient  programs,  it  left  few  resources  to  develop 
residential  treatment.  For  example,  a  large  part  of  the  Women's  Treatment  Center  is  not 
being  used  because  there  is  no  money  to  support  new  programs. 

Medicaid  and  DASA  are  trying  to  address  this  problem  through  joint  financing 
arrangements.  The  agencies  have  been  working  closely  to  establish  residential  programs 
of  sixteen  or  fewer  beds  under  which  Medicaid  pays  for  treatment  services  and  DASA 
pays  for  room  and  board.  The  recent  addition  of  intensive  outpatient,  day  treatment,  and 
day  detoxification  services  to  the  state  plan  are  products  of  this  collaboration.  The  state 
also  has  been  working  with  HCFA  to  allow  parts  of  the  various  facilities  to  be 
considered  as  substance  abuse  treatment  programs.  HCFA  has  agreed  to  allow  the  state 
to  establish  separate  residential  programs  of  sixteen  beds  for  pregnant  women  within 
larger  facilities,  provided  certain  requirements  are  met. 
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Another  serious  problem  has  been  the  absence  of  a  formal,  statewide  case 
management  program  for  pregnant  and  parenting  substance  users.  The  Drug-Free 
Families  with  a  Futures  program  is  only  available  in  the  areas  of  highest  need. 
Moreover,  even  in  sites  where  Drug-Free  programs  operate,  there  is  concern  that 
caseloads  may  become  too  large  for  case  managers  to  handle.  It  is  expected  that  a  new 
initiative,  currently  being  implemented  by  DPA  in  concert  with  DPH  and  DAS  A,  will 
address  this  gap.  The  Healthy  Moms/Healthy  Kids  project,  a  statewide  managed  care 
and  cost  management  program  for  pregnant  women  and  children  up  to  age  five,  will 
include  referrals  and  case  coordination  for  women  with  substance  use  problems. 
Substance  abuse  treatment  providers  will  act  as  the  case  managers  for  women  while  they 
are  in  treatment.  When  treatment  is  completed,  providers  will  refer  the  women  back  to 
their  medical  case  managers. 

Finally,  access  to  child  care  continues  to  be  a  problem  for  many  women. 
Through  joint  funding,  DCFS  and  DAS  A  have  established  at  least  one  program  in  each 
region  of  the  state  to  provide  child  care,  parenting  education,  and  substance  abuse 
counseling.  Yet  the  need  for  these  programs  far  exceeds  their  capacity. 

To  address  these  barriers,  in  1990  DAS  A  established  an  interagency  board  to 
conduct  a  study  and  develop  a  statewide  plan  for  treating  pregnant  and  parenting 
substance  users.  The  board  delivered  its  recommendations  to  the  legislature  in  1992. 
Although  fiscal  pressures  have  prevented  the  state  from  aggressively  implementing  the 
plan,  DAS  A  continues  to  work  with  other  agencies  to  develop  strategies  for  treating 
substance-using  pregnant  women  and  their  children. 

Maryland 

Catalyst 

In  1990,  the  Maryland  legislature  began  considering  a  bill  to  make  alcohol  and  drug  use 
by  pregnant  women  a  criminal  offense  under  child  abuse  and  neglect  laws.  Many 
officials  within  the  state's  executive  branch  were  alarmed  by  this  punitive  measure  and 
developed  an  alternative  strategy  for  responding  to  the  perinatal  substance  use  problem. 
In  exchange  for  dropping  the  bill,  the  special  secretary  of  the  Office  for  Children,  Youth 
and  Family,  a  cabinet-level  agency  of  the  Governor,  promised  to  establish  an  interagen- 
cy committee  to  study  the  problem  and  develop  recommendations.  Although  a  number 
of  workgroups  and  committees  had  examined  this  problem  before,  it  was  not  until  the 
issue  reached  the  level  of  the  Governor's  office  that  serious  attention  was  given  to  the 
development  of  a  strategy  for  meeting  the  needs  of  pregnant  substance  users. 

Approach 

The  Panel  to  Examine  Drug- Affected  Children  was  convened  in  January  1991  and  included 
state  and  local  staff  from  the  Department  of  Health  and  Mental  Hygiene,  which  houses  the 
Medicaid,  maternal  and  child  health,  and  alcohol  and  drug  abuse  agencies,  and  the 
Department  of  Human  Resources,  which  houses  the  child  welfare  agency.  The  workgroup 
also  included  state  legislators,  public  school  administrators,  physicians,  law  and  drug 
enforcement  officers,  attorneys,  and  advocates  for  children,  youth,  and  families.  The  panel 
formed  five  subcommittees  to  study  the  following  major  policy  issues. 
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■  Prevention  strategies.  This  subcommittee  considered  ways  to  reduce  the 
number  of  pregnant  women  using  substances  through  the  use  of  public 
awareness  campaigns,  community  outreach  programs,  and  education  train- 
ing programs. 

■  Drug  use  during  pregnancy.  This  subcommittee  sought  to  gain  a  better 
understanding  of  the  characteristics  of  the  population. 

■  Treatment.  This  subcommittee  examined  the  unique  aspects  of  substance 
use  by  women  and  the  services  required  to  appropriately  meet  women's 
special  needs,  especially  when  pregnant. 

■  Service  coordination.  This  subcommittee  sought  to  ensure  that  an  integrated 
approach  by  the  medical,  legal,  and  social  welfare  systems  would  result. 

■  Legal/law  enforcement.  This  subcommittee  examined  what  role  the  legal 
system  could  play. 

The  panel  discovered  that  substance  use  among  pregnant  women  was  widespread  in 
Maryland.  Information  in  the  state's  vital  statistics  records  indicated  that  between  8  percent 
and  11  percent  of  infants  born  each  year  had  been  exposed  to  drugs  before  birth.  Yet,  like 
many  states,  Maryland  had  insufficient  capacity  to  treat  substance-using  pregnant  women.  It 
was  estimated  that  in  1989,  only  16  percent  of  substance-using  pregnant  women  were 
receiving  treatment— despite  a  state  mandate  that  publicly  funded  alcohol  and  drug  treatment 
programs  give  priority  to  pregnant  women.  The  subcommittee  studying  the  problem  of  drug 
use  during  pregnancy  determined  that  a  large  number  of  women  did  not  seek  treatment  or 
prenatal  care  because  appropriate  services  simply  were  not  available.  The  problem  was 
particularly  acute  for  low-income  pregnant  women. 

The  panel  reached  consensus  on  a  number  of  guiding  principles.  Members 
argued  that  expanding  treatment  capacity  should  be  the  principal  objective  of  any  policy 
or  program  for  this  special  population.  The  panel  also  agreed  that  the  state  should 
pursue  an  approach  that  integrated  the  medical,  legal,  and  social  welfare  systems.  The 
subcommittee  examining  legal  issues  concluded  that  no  laws  existed  that  restricted 
opportunities  to  improve  treatment  for  pregnant  women  and  that  creating  laws  that 
discouraged  women  in  any  way  from  seeking  treatment  would  run  counter  to  the 
ultimate  goal  of  improving  access  to  care. 

In  addition,  the  panel  agreed  that  a  lead  agency  should  be  designated  to  negotiate 
interagency  resource  sharing,  coordinate  planning  of  prevention  and  treatment 
strategies,  and  integrate  available  funding  systems.  Because  it  possessed  the  power  to 
ensure  coordination  and  the  ability  to  take  a  broad  view  of  the  issues,  the  Office  for 
Children,  Youth,  and  Families  was  nominated  for  this  role. 

Outcomes 

Two  major  steps  have  been  taken  to  strengthen  and  expand  Maryland's  substance  abuse 
treatment  and  prenatal  care  services  systems.  The  first  was  to  expand  the  state's  enhanced 
prenatal  care  program  for  Medicaid-eligible  women  to  include  additional  services  for 
substance-using  pregnant  women.  The  second  was  to  obtain  special  federal  demonstration 
grant  monies  to  implement  and  test  innovative  models  for  treating  this  population. 
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Expansion  of  Medicaid-Covered  Services.  In  1989,  Maryland  expanded 
Medicaid  coverage  to  pregnant  women  living  in  families  with  incomes  below  185 
percent  of  the  federal  poverty  level  under  its  Healthy  Start  initiative.  The  state  also 
enhanced  its  coverage  of  perinatal  services  by  adding  case  management,  health  educa- 
tion, nutritional  counseling,  psychosocial  counseling,  and  home  visiting  services  to  its 
traditional  medical  benefits  package. 

Building  upon  the  Healthy  Start  program  was  deemed  advantageous  for  several 
reasons.  By  adding  onto  an  existing  program,  the  state  was  able  to  maximize  resources  by 
capturing  federal  Medicaid  matching  funds.  Moreover,  the  approach  allowed  the  state  to 
reach  the  population  most  in  need  of  services— Medicaid-eligible  pregnant  women. 

During  1990  and  1991,  several  modifications  to  the  Healthy  Start  program 
were  implemented. 

■  Intensive  outpatient  treatment  programs  were  added  to  Healthy  Start's 
enhanced  prenatal  care  package.  Previously,  only  mental  health  centers 
and  outpatient  hospital  departments  were  permitted  to  receive  reimbursement 
for  Medicaid-covered  substance  abuse  treatment  services.  To  improve 
women's  access  to  treatment,  the  state  added  to  its  Medicaid  plan  coverage 
of  intensive  outpatient  services  provided  by  free-standing  alcohol  and  drug 
abuse  providers.  (These  providers  must  be  certified  by  the  state  as  qualified 
to  treat  pregnant  women.) 

■  The  provider  category  for  case  management  was  broadened.  Previously, 
public  health  nurses  and  social  workers  were  the  only  providers  permitted  to 
render  case  management  services  to  pregnant  women.  By  easing  qualifica- 
tion standards,  the  state  opened  up  the  program  to  many  certified  addiction 
counselors.  These  counselors,  many  of  whom  already  are  located  in  local 
health  departments,  are  believed  to  be  more  effective  in  serving  substance- 
using  pregnant  women  because  they  are  more  familiar  with  the  special  needs 
of  this  population  as  well  as  with  the  other  community  resources  that  are 
available  to  meet  those  needs. 

■  The  state  also  moved  to  target  support  services  to  substance-exposed 
infants.  Through  the  Healthy  Start  program,  high-risk  infants  receive  home 
visits  and  case  management  services.  Under  the  1990  and  1991  program 
changes,  babies  born  to  mothers  who  used  substances  during  pregnancy 
were  made  automatically  eligible  for  these  services. 

■  Under  EPSDT,  Maryland  added  coverage  of  residential  treatment  for 
substance  users,  including  pregnant  women  below  twenty-one  years  of 
age.  Outpatient  counseling  services  also  are  included  as  an  EPSDT  benefit. 

Maryland's  Medicaid  program  is  working  with  other  state  agencies  on  other 
initiatives  for  these  populations.  For  example,  in  conjunction  with  the  alcohol  and  drug 
abuse  agency,  Medicaid  is  developing  new  adult  treatment  services  for  pregnant  women 
in  residential  programs.  By  ensuring  that  these  new  programs  have  fewer  than  seventeen 
beds,  Medicaid  reimbursement  will  be  available  for  many  of  the  health  services 
provided  to  participating  pregnant  women.  One  example  is  the  Center  for  Addiction  and 
Pregnancy  at  the  Francis  Scott  Key  Medical  Center  in  Baltimore.  The  program,  which 
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began  in  January  1991,  provides  an  array  of  services  to  pregnant  and  postpartum 
women  and  their  newborns,  including  comprehensive  drug  and  alcohol  treatment, 
maternity  and  pediatric  care,  and  structured  developmental  child  care  services.  The 
outpatient  substance  abuse  treatment  and  health  care  services  are  covered  by 
Medicaid;  room  and  board  and  child  care  services  are  funded  by  the  alcohol  and 
drug  abuse  agency. 

The  HCFA  Demonstration  Project.  In  addition  to  these  efforts,  Maryland  is 
one  of  five  states  that  received  a  grant  from  the  Health  Care  Financing  Administration 
to  test  alternative  strategies  for  improving  systems  of  care  for  Medicaid-eligible 
substance-using  pregnant  women.  Located  at  the  Comprehensive  Women's  Center  at 
the  Johns  Hopkins  Hospital  in  Baltimore,  the  project  provides  both  perinatal  care  and 
substance  abuse  treatment,  including  the  following. 

■  Case  finding.  Pregnant  women  are  identified  through  several  strategies. 
A  mobile  van  providing  evening  health  services  in  high-risk  neighbor- 
hoods helps  screen  pregnant  women  with  substance  use  problems.  A 
perinatal  information  hotline,  which  provides  treatment  referrals,  is 
advertised.  Finally,  women  and  their  children  who  are  receiving  medical 
services  at  certain  pediatric  and  obstetrical  care  clinics  are  screened  for 
substance  use  and  exposure. 

■  Case  management  services.  Clients'  needs  are  identified  through  assess- 
ments by  trained  professionals.  Individualized  care  plans  are  developed,  and 
women  are  linked  to  the  health,  treatment,  and  support  services  they  need. 

■  A  weekly  support  group.  A  substance  abuse  counselor  runs  weekly  meet- 
ings for  pregnant  substance  users  and  tells  clients  about  the  services  offered 
by  the  Comprehensive  Women's  Center. 

■  Intensive  day  treatment.  Counseling  and  other  specialized  services  for 
drug-dependent  women  are  provided. 

■  Medical  care.  Gynecological  and  obstetrical  care  and  pediatric  care  are 
available  to  women  and  their  children. 

The  five-year  demonstration  project  will  evaluate  the  costs  and  effectiveness  of 
two  types  of  intervention,  case  management  and  support  groups,  in  promoting  enroll- 
ment of  pregnant  substance  users  in  a  comprehensive  treatment  program.  The  project  is 
expected  to  serve  about  450  women. 

Outlook 

Maryland  has  made  significant  improvements  in  its  system  of  care  for  substance-using 
pregnant  women  and  mothers.  In  particular,  enhancements  to  the  state's  Medicaid 
program  have  expanded  treatment  capacity.  However,  many  gaps  remain  unaddressed. 
Access  to  residential  treatment  still  is  a  problem  in  many  areas  of  the  state.  Where 
services  are  available,  child  care  and  transportation  problems  prevent  many  women 
from  using  them.  In  addition,  many  state  officials  see  a  need  for  further  prevention  and 
public  awareness  efforts.  The  Office  for  Children,  Youth  and  Families  will  take  the  lead 
in  responding  to  these  identified  problems. 
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Massachusetts 


Catalyst 

Massachusetts  began  focusing  on  the  problems  of  low  birthweight  and  infant  mortality 
in  the  mid-1980s.  Initiatives  included  expanding  Medicaid  coverage  to  pregnant  women 
and  infants  living  in  families  with  incomes  at  or  below  185  percent  of  the  poverty  level 
and  implementing  a  state-funded  program  to  provide  coverage  of  all  Medicaid-ineligible 
pregnant  women  living  in  families  with  incomes  up  to  200  percent  of  poverty.  Despite 
these  efforts,  a  state-level  task  force  reported  in  1989  that  the  state  needed  to  do  more 
to  improve  maternal  and  infant  health.  The  task  force  pinpointed  substance  use  by 
pregnant  women  as  among  the  most  pressing  problems. 

Approach 

In  1989,  the  secretary  of  the  Executive  Office  of  Human  Services  formed  an  interagency 
workgroup  to  develop  a  strategy  for  addressing  perinatal  substance  use  issues.  Members 
included  representatives  from  the  Department  of  Public  Health,  which  includes  the 
maternal  and  child  health  and  substance  abuse  agencies;  the  Department  of  Public 
Welfare,  which  includes  the  Medicaid  and  child  welfare  agencies;  the  Department  of 
Social  Services,  which  includes  child  protection  services;  and  other  human  services 
agencies.  The  workgroup  identified  gaps  in  current  services  and  debated  how  existing 
initiatives  to  address  infant  mortality  could  be  modified  to  address  the  special  needs  of 
substance-using  pregnant  women.  The  interagency  workgroup  began  by  focusing 
efforts  on  enhancements  to  existing  health  and  social  service  delivery  systems. 

During  this  time,  the  Massachusetts  Health  Research  Institute,  Inc.,  a  private 
nonprofit  organization,  received  a  federal  grant  to  establish  a  demonstration  project  for 
pregnant  and  postpartum  women  and  their  infants.  One  goal  of  the  project  was  to  develop  a 
statewide  task  force  to  make  recommendations  for  removing  barriers  to  substance  abuse 
treatment  in  Massachusetts.  The  project,  called  the  Coalition  on  Addiction,  Pregnancy,  and 
Parenting  (CAPP),  also  included  funding  to  provide  training  and  technical  assistance  to  state 
and  community  agencies  trying  to  meet  the  needs  of  these  populations.  To  ensure  coordina- 
tion between  the  state  interagency  workgroup  and  the  project  task  force,  representatives 
from  each  entity  began  participating  in  the  other's  efforts. 

Outcomes 

The  interagency  workgroup  focused  its  efforts  on  developing  a  more  effective  and 
comprehensive  continuum  of  care  for  pregnant  and  postpartum  substance  users  and  their 
children.  To  maximize  resources,  the  group  sought  to  integrate  new  initiatives  into 
existing  health  care  financing  and  service  delivery  systems. 

For  example,  all  infants  born  to  women  treated  for  substance  use  during 
pregnancy  were  automatically  enrolled  in  the  state's  early  intervention  program.  The 
state  used  the  10  percent  setaside  under  its  Alcohol,  Drug  Abuse,  and  Mental  Health 
Services  Block  Grant  to  help  finance  the  new  initiatives.  In  addition,  Medicaid  coverage 
was  broadened  to  finance  many  of  the  new  treatment  services.  Massachusetts  also  was 
one  of  the  five  states  to  receive  a  federal  demonstration  grant  from  HCFA  to  improve 
access  for  pregnant  women. 
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The  Continuum  of  Care.  The  interagency  workgroup  developed  three  major 
initiatives.  First,  the  workgroup  designed  an  enhanced  detoxification  program  to  which 
pregnant  addicts  could  be  referred  once  they  were  identified.  Second,  a  formal  system 
for  assessment  and  care  plan  development  was  established  for  women  completing  the 
detoxification  program.  Third,  to  ensure  that  a  comprehensive  and  appropriate  system 
of  care  would  be  available,  several  treatment  options  were  added  to  the  state's 
continuum  of  care.  These  included  specialized  residential  treatment  programs,  day 
treatment  programs,  and  intensive  outpatient  services. 

■  Enhanced  detoxification.  In  the  past,  Massachusetts  funded  free-standing 
inpatient  facilities  to  treat  individuals  needing  detoxification  from  alcohol  and/or 
other  drugs.  Licensed  by  the  Department  of  Public  Health,  the  facilities  provided 
short-term  care  under  the  supervision  of  medical  staff.  Funded  in  part  by  the 
Department  of  Public  Health,  these  entities  also  received  reimbursement  from 
third-party  payers,  including  Medicaid.  However,  pregnant  women  could  not  be 
admitted  to  these  facilities  after  their  first  trimester  because  the  facilities  did  not 
provide  obstetrical  care.  To  remove  this  barrier,  the  Department  of  Public 
Health  established  specialized  detoxification  programs  to  serve  pregnant  women 
in  all  trimesters  of  pregnancy.  Using  the  10  percent  setaside  from  the  state's 
Alcohol  and  Drug  Abuse  and  Mental  Health  Services  Block  Grant,  Mas- 
sachusetts awarded  cost-based  reimbursement  contracts  to  seven  enhanced 
detoxification  programs  located  throughout  the  state.  These  programs  must  be 
affiliated  with  local  health  and  human  services  providers,  including  a  hospital  for 
emergency  obstetrical  care,  a  prenatal  care  provider,  an  early  intervention 
program,  the  local  department  of  public  welfare,  and  the  local  WIC  program. 

These  contracts  included  start-up  funding  for  the  programs  to  hire  a  full-time 
coordinator  for  pregnant  addicts.  The  coordinator,  a  registered  nurse  with 
obstetrical-gynecological  experience,  provides  needed  medical  care  to 
patients  and  also  acts  as  their  case  manager.  Specifically,  the  coordinator 
ensures  that  women  are  receiving  prenatal  care  and  WIC  services.  The 
coordinator  also  helps  women  obtain  transportation  services  and  helps  them 
enroll  in  Medicaid  if  they  are  eligible.  Pregnant  women  are  assessed  by  an 
early  intervention  specialist  while  in  the  program.  All  infants  born  to 
substance-using  pregnant  women  are  eligible  for  early  intervention  services. 
The  coordinator  also  is  responsible  for  ensuring  that  women  who  are 
discharged  are  linked  to  appropriate  and  ongoing  treatment  services.  The 
typical  length  of  stay  ranges  from  five  to  fourteen  days. 

After  this  program  had  been  operating  for  one  year,  Medicaid  began 
reimbursing  these  facilities  at  an  "enhanced  detoxification"  rate.  The  stand- 
ard rate  of  $1 1 1  per  day /per  bed  was  increased  to  $160  per  day /per  bed  for 
facilities  treating  pregnant  women.  The  additional  $50  is  used  to  support  the 
coordinator  at  each  site. 

■  Residential  treatment  programs.  In  the  past,  pregnant  and  parenting 
substance  users  faced  serious  barriers  in  accessing  long-term  residential 
treatment  programs.  Because  the  treatment  programs  did  not  have  the 
capacity  to  care  for  infants,  pregnant  women  had  to  either  leave  treatment 
during  their  eighth  month  of  pregnancy  or  place  their  babies  in  substitute 
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care  while  they  completed  treatment.  To  address  this  barrier,  the  Department 
of  Public  Health  encouraged  residential  programs  to  add  specialized  services 
for  pregnant  and  postpartum  women  and  their  infants. 

The  specialized  residential  treatment  programs  must  be  affiliated  with  a  local 
prenatal  care  provider,  WIC  and  early  intervention  services,  and  the  local 
public  welfare  office.  The  residential  programs  also  include  the  services  of  a 
coordinator  to  ensure  continued  care  for  mothers  and  their  infants  after  they 
are  discharged.  Coordinators  in  these  programs  typically  are  substance  abuse 
counselors  who  meet  program  qualifications.  The  coordinators  ensure  that 
women  obtain  Medicaid  eligibility  and  are  linked  to  prenatal  care  and  WIC 
services.  They  also  ensure  that  infants  receive  services  for  which  they  are 
eligible  such  as  EPSDT,  WIC,  and  early  intervention. 

■  Day  treatment  and  intensive  outpatient  services.  The  departments  of 
Public  Health  and  Public  Welfare  recently  have  established  a  new  am- 
bulatory services  benefits  package  for  pregnant  women  covered  by 
Medicaid.  Using  COBRA  authority,  the  state  added  to  its  continuum  of  care 
day  treatment  programs  for  women  who  need  very  extensive  assistance  and 
intensive  outpatient  services  for  women  who  need  specialized  but  less 
intensive  care.  These  services  also  have  been  added  to  the  Medicaid  state 
plan.  Through  an  interagency  agreement,  the  Department  of  Public  Health 
certifies  alcohol  and  drug  abuse  treatment  programs  as  qualified  to  provide 
these  services  to  pregnant  and  postpartum  women.  Only  certified  programs 
are  eligible  to  receive  Medicaid  reimbursement. 

As  with  the  enhanced  detoxification  and  specialized  residential  programs, 
providers  of  day  treatment  and  intensive  outpatient  services  must 
demonstrate  that  appropriate  linkages  exist  with  prenatal  care  providers, 
WIC  and  early  intervention  services,  and  local  welfare  offices.  Day  treat- 
ment programs  include  individual  and  group  counseling  and  case  manage- 
ment services  and  are  limited  to  four  hours  per  day,  six  days  a  week.  Clients 
must  be  enrolled  for  a  minimum  of  three  days  per  week.  Medicaid  reimbur- 
sement for  day  treatment  is  $55  per  day,  per  client. 

Intensive  outpatient  services  enhance  existing  outpatient  programs  by  includ- 
ing specialized  services  for  pregnant  women.  Qualified  providers  of  inten- 
sive outpatient  services  may  bill  for  four  hours  of  service  per  week, 
compared  with  the  one  hour  allowed  for  outpatient  services  for  other 
Medicaid-eligible  populations. 

The  MOTHER  Demonstration  Project.  In  1991,  Massachusetts  received  a 
grant  from  the  Health  Care  Financing  Administration  to  develop  and  administer  the 
Medicaid  Opportunities  to  Help  Enter  Recovery  (MOTHER)  project.  This  program  will 
evaluate  the  costs  and  health  outcomes  associated  with  providing  residential  treatment 
to  pregnant  women  and  will  assess  the  impact  of  adding  substance-abuse  counseling 
services  to  an  existing  perinatal  program  infrastructure. 

Specifically,  Medicaid  demonstration  funds  will  be  used  to  support  two  services: 
specialized  residential  treatment  programs  for  pregnant  women  and  their  infants  and  a 
new  service  provided  under  the  state's  Perinatal  Community  Initiative  Program  (PCIP), 
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which  provides  a  range  of  services  to  pregnant  women  living  in  ten  selected  high-risk 
communities.  Under  the  MOTHER  project,  specially  trained  drug  abuse  counselors  will 
be  added  to  PCIP  teams  to  identify  pregnant  women  who  are  using  drugs.  The  women 
will  be  offered  drug  treatment  services;  some  will  be  referred  to  residential  treatment 
programs  while  others  will  receive  day  treatment  and  intensive  outpatient  services  under 
the  current  Medicaid  program.  The  state  will  evaluate  how  the  addition  of  drug  abuse 
counselors  enhances  the  capacity  of  PCIPs  and  it  will  compare  the  health  outcomes  and 
costs  of  residential  programs  to  those  of  outpatient  programs. 

CAPP's  Role.  State  initiatives  on  behalf  of  pregnant  substance  users  and  their 
infants  have  been  augmented  by  the  Coalition  on  Addiction,  Pregnancy,  and  Parenting 
(CAPP).  For  example,  the  coalition  task  force,  which  includes  representatives  from 
state  agencies,  the  legislature,  the  legal  community,  advocacy  groups,  and  health  and 
human  services  providers,  was  instrumental  in  developing  the  medical  protocol  for  the 
enhanced  detoxification  programs.  Because  they  were  involved  in  the  process, 
physicians  feel  comfortable  that  nurses  in  the  programs  are  adequately  prepared  to  serve 
this  population. 

Collaboration  between  CAPP  and  the  state  has  led  to  better  coordination  of 
services  for  pregnant  and  postpartum  women.  Coalition  staff  are  responsible  for 
ensuring  that  proper  linkages  are  made  at  the  state  and  community  levels  among  all 
providers  serving  substance-using  pregnant  women.  The  staff  also  are  responsible  for 
ensuring  that  state  policy  changes  are  communicated  to  local  staff  and  that  problems  at 
the  local  level  receive  attention  by  the  state.  Specifically,  CAPP  staff  do  the  following. 

■  Facilitate  monthly  meetings  of  all  coordinators  working  with  pregnant 
substance  users.  These  meetings  provide  an  opportunity  to  discuss  state 
policy  and  program  development;  share  information  on  available  resources; 
address  clinical  and  staff  training  issues;  and  participate  in  problemsolving. 

■  Convene  regional  meetings  of  all  service  providers  on  a  quarterly  basis. 

By  bringing  together  all  providers  who  serve  pregnant  substance  users, 
including  prenatal  care  providers,  WIC  staff,  social  services  staff,  early 
intervention  specialists,  and  substance  abuse  treatment  providers  in  each 
community,  each  component  of  the  continuum  of  care  is  identified  and 
linkages  are  enhanced.  The  meetings  also  are  useful  in  identifying  the  gaps 
in  services  that  still  exist. 

■  Provide  technical  assistance  to  new  programs  in  developing  services  and 
linkages  to  other  community  resources.  CAPP  staff  act  as  a  liaison 
between  the  state  and  the  new  provider  and  ensure  that  the  provider  meets 
program  requirements  and  is  eligible  to  receive  reimbursement. 

CAPP  also  employs  a  coordinator  to  train  state  and  local  staff  on  issues  related 
to  pregnancy  and  substance  use.  Substance  abuse  providers  and  other  human  service 
providers  have  received  training  on  the  special  needs  of  pregnant  women.  In  addition, 
medical  staff  have  been  trained  on  how  to  recognize  the  signs  of  substance  use  and 
where  to  refer  substance-using  pregnant  women  for  treatment. 
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Outlook 


Although  the  interagency  committee  that  initiated  many  of  these  changes  no  longer 
meets  on  a  regular  basis,  Massachusetts  officials  periodically  review  the  evolving 
system  of  care.  Most  important,  however,  connections  have  been  made  and  integrated 
programs  have  been  developed.  Moreover,  the  system  coordinators  at  CAPP  ensure  that 
local  providers  and  state  agencies  continue  to  focus  on  the  perinatal  substance  use  issue. 

Massachusetts  has  continued  to  identify  gaps  in  its  system  and  to  respond  to  new 
challenges.  For  example,  substance  abuse  treatment  services  have  been  added  in  ten 
family  shelters  for  the  homeless  through  a  contract  with  outpatient  programs  that  deliver 
on-site  treatment  services.  The  state  estimates  that  between  twenty-five  to  thirty-five  of 
the  beds  in  each  of  these  new  substance  abuse  treatment  shelters  are  occupied  by 
pregnant  women. 

Despite  these  impressive  gains,  gaps  still  exist.  In  particular,  the  need  for  child 
care  services  remains  unaddressed.  Except  for  residential  programs  that  accept  new- 
borns, most  programs  do  not  accommodate  children. 

Michigan 

Catalyst 

During  the  late  1980s,  the  media  began  devoting  more  attention  to  the  problem  of 
perinatal  substance  use  in  Michigan.  A  study  conducted  at  Detroit's  Hutzel  Hospital, 
which  found  that  44  percent  of  all  infants  born  between  1988  and  1989  tested  positive 
for  drug  exposure,  helped  spur  this  interest  and  raise  the  public's  awareness  about  the 
prevalence  of  drug  use  among  pregnant  women. 

In  March  1990,  two  conflicting  pieces  of  legislation  to  address  the  problem  were 
considered  by  the  Michigan  legislature.  One  bill,  HB  5393,  would  have  created  a 
referral  network  system  for  identifying  and  helping  infants  suspected  of  having  fetal 
alcohol  syndrome  or  drug  dependency.  The  other  proposal,  HB  4902,  would  have 
directed  mothers  suspected  of  having  a  substance  use  problem  to  the  child  protective 
services  system  and  initiated  legal  inquiries  to  determine  whether  child  abuse  charges 
should  be  brought  against  the  mother. 

The  prospect  of  enacting  a  punitive  policy  such  as  that  contained  in  HB  4902 
prompted  state  executive  branch  officials  to  study,  design,  and  implement  a  more 
rational,  treatment-oriented  approach.  The  first  tangible  evidence  of  interagency  col- 
laboration on  the  issue  was  a  joint  letter  to  the  Michigan  House  of  Representatives, 
signed  by  the  directors  of  the  state's  Department  of  Public  Health  (DPH),  Department 
of  Social  Services  (DSS),  Center  for  Substance  Abuse  Services  (CSAS),  and  Office  of 
Children  and  Youth  Services  (OCYS),  urging  members  not  to  approve  HB  4902.  The 
directors  argued  that  a  punitive  response  was  premature  given  the  state's  inadequate 
understanding  of  the  nature  and  extent  of  the  problem.  Their  opposition  ultimately 
helped  prevent  the  bill  from  becoming  law.  Unfortunately,  the  alternative  proposal  also 
did  not  pass.  However,  the  episode  led  to  two  ongoing  efforts  to  address  the  problem  of 
perinatal  substance  use  in  an  effective  and  comprehensive  manner. 
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Approach 

In  March  1991,  newly  elected  Governor  John  Engler  announced  the  formation  of  the 
Task  Force  on  Drug-Exposed  Infants.  Task  force  members  included  the  directors  of 
each  of  the  key  state  agencies  involved  in  serving  disadvantaged  mothers,  children,  and 
families,  as  well  as  several  individuals  from  the  private  sector,  local  government,  and 
the  legislature.  At  its  first  meeting  in  January  1992,  the  group  decided  to  develop 
strategies  that  would  attack  the  problem  from  three  angles:  prevention,  including 
messages  targeted  to  women;  early  identification  and  treatment  for  drug-dependent 
childbearing  women;  and  interventions  to  assist  drug-exposed  infants.  The  task  force 
issued  its  final  report  in  August  1992. 

In  a  less  formal  forum,  the  directors  of  various  Michigan  state  agencies  decided 
in  the  summer  of  1990  that  they  should  meet  on  a  regular  basis  to  discuss  issues  and 
policies  of  common  concern.  The  heads  of  the  social  service,  Medicaid,  public  health, 
maternal  and  child  health,  alcohol  and  drug,  mental  health,  and  child  and  youth  services 
agencies  agreed  that  these  sessions  provided  a  valuable  opportunity  to  share  information 
about  new  programs  and  initiatives  within  the  different  agencies;  become  more  familiar 
with  one  another's  programs;  identify  policy  areas  where  mutual  goals  and  objectives 
existed;  and,  most  important,  coordinate  and  integrate  program  activities  when  common 
populations  were  being  served.* 

One  of  the  first  topics  the  interagency  workgroup  discussed  was  how  the  state 
should  respond  to  the  needs  of  substance-using  mothers  and  their  newborns.  The  group 
immediately  advised  the  Governor  to  oppose  any  efforts  to  require  mandatory  reporting 
of  substance-using  pregnant  women  to  legal  and  child  abuse  authorities.  Members  then 
set  about  the  task  of  designing  a  more  constructive  response  to  the  problem.  Agency 
directors  and  their  staffs  focused  on  issues  such  as: 

■  how  to  identify  pregnant  women  who  are  using  substances  or  who  are  at  risk 
of  using  alcohol,  tobacco,  and  other  drugs; 

■  how  to  make  the  substance  abuse  treatment  system  more  responsive  to  the 
unique  needs  of  women,  especially  those  who  are  pregnant  and  those  who 
have  children; 

■  how  to  integrate  service  delivery  systems  for  comprehensive  prenatal  care 
with  substance  abuse  treatment  systems; 

■  how  to  expand  Medicaid  financing  for  substance  abuse  treatment  services  for 
this  population;  and 


About  one  year  after  these  meetings  began,  the  state  executive  branch  was  reorganized.  Although 
some  people  feared  that  the  reorganization  would  disrupt  the  positive  relationships  that  had  been 
built,  agency  directors  report  that  the  new  structure  has  led  to  even  stronger  working  relationships 
among  agency  staffs.  Specifically,  the  Center  for  Substance  Abuse  Services,  previously  an 
autonomous  agency,  was  incorporated  into  the  Department  of  Public  Health.  As  a  result,  the 
Department  of  Public  Health  now  houses  both  the  Bureau  of  Child  and  Family  Services  and  the 
Center  for  Substance  Abuse  Services.  The  Department  of  Social  Services  houses  the  Medical  Services 
Administration  (Medicaid)  and  the  Office  of  Children  and  Youth  Services. 
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■  how  to  structure  a  set  of  early  intervention  services  to  minimize  the  effects 
of  drug  exposure  in  utero. 

Outcomes 

Through  both  individual  and  collaborative  efforts,  Michigan  agencies  have  implemented 
three  major  initiatives. 

■  The  Medicaid  agency  has  expanded  coverage  to  include  additional  services 
for  substance-using  pregnant  women. 

■  The  departments  of  Public  Health  and  Social  Services  have  combined 
resources  to  support  four  model  programs  to  provide  comprehensive  health 
and  substance  abuse  treatment  services. 

■  The  interagency  workgroup  has  designed  an  innovative  benefit  package  that 
addresses  the  special  health  and  social  support  needs  of  substance-exposed 
infants  and  their  families. 

Expansion  of  Medicaid-Covered  Services.  Previously,  the  Michigan  Medicaid 
program  covered  a  limited  set  of  substance  abuse  treatment  services,  including  traditional 
acute  detoxification  in  inpatient  hospitals,  methadone  maintenance,  individual  and  group 
counseling  services  on  an  outpatient  basis,  and  subacute  care  in  an  inpatient  setting. 

In  1990,  the  state  reassessed  its  coverage  policies  and  examined  how  existing 
resources  might  be  better  used.  In  consultation  with  the  Center  for  Substance  Abuse 
Services  (CSAS)  staff,  who  believed  that  providing  drug-dependent  persons  with 
subacute  care  on  an  inpatient  basis  was  both  inefficient  and  inappropriate,  the  state 
developed  an  alternative  treatment  approach. 

In  October  1990,  the  Medicaid  agency  added  to  the  state  plan  coverage  of 
intensive  outpatient  counseling  services.  Reimbursement  for  this  benefit  was  made 
available  to  both  free-standing  outpatient  and  hospital-based  providers.  The  service  was 
defined  to  include,  at  a  minimum: 

■  individualized  care  appropriate  to  the  client's  age,  development,  and  iden- 
tified needs; 

■  didactic  lectures  and  individual  and  group  therapy;  and 

■  arrangements  for  medical  emergencies  and  provision  of  first  aid. 

The  upper  limit  on  coverage  was  established  at  forty  days,  with  a  minimum  of 
three  hours  of  treatment  per  day,  per  twelve-month  period.  Reimbursement  was  set  at 
$95  per  day. 

These  changes  represented  a  significant  expansion  of  the  state's  capacity  to  serve 
the  intensive  needs  of  pregnant  substance  users.  Under  previous  policies,  patients  were 
covered  only  for  individual  and  group  counseling  and  only  for  a  maximum  of  forty-five 
hours  of  care  per  twelve-month  period.  The  state's  Medicaid  matching  dollars  to  help 
support  the  expansion  were  obtained  through  an  interdepartmental  transfer  from  the 
Department  of  Public  Health.  In  addition,  the  Center  for  Substance  Abuse  Services 
agreed  to  take  responsibility  for  reviewing  applications  and  determining  which 
providers  were  qualified  to  render  intensive  outpatient  services. 
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The  Chemically  Dependent  Pregnant  Women  Pilot  Program.  In  the  fall  of 
1990,  Michigan  also  began  a  special  pilot  program  to  facilitate  the  development  and 
implementation  of  comprehensive  health  care  and  drug  treatment  programs  for  pregnant 
substance  users.  The  Department  of  Public  Health  solicited  bids  from  local  providers, 
and  three  Chemically  Dependent  Pregnant  Women  programs  were  funded.  In  addition, 
funds  were  extended  to  two  existing  programs  that  provided  integrated  prenatal  and 
substance  abuse  services.  The  state  attempted  to  direct  monies  to  a  variety  of  settings. 

■  Three  of  the  projects  are  run  by  comprehensive,  hospital-based  clinics 
rendering  care  through  a  "one-stop  shopping"  model— Samaritan  Health 
Center  and  Hutzel  Hospital  in  Detroit  and  Hurley  Hospital  in  Flint. 

■  One  of  the  projects  is  a  residential  treatment  facility  that  offers  domiciliary, 
health,  and  drug  treatment  services  under  one  roof— Salvation  Army  Health 
Center  in  Detroit. 

■  One  of  the  projects  is  based  in  a  local  health  department  that  directly 
provides  some  of  the  needed  care  (prenatal  and  outreach  services)  and  refers 
patients  to  separate  drug  treatment  facilities  that  provide  care  under  contract 
with  the  department— Kent  County  Health  Department  in  Grand  Rapids. 

The  programs  are  charged  with  integrating  substance  abuse  services  with  the 
provision  of  prenatal  care.  At  a  minimum,  the  programs  must  provide  medical  prenatal 
care,  substance  abuse  treatment,  outreach  and  case  finding,  maternal  support  services, 
child  care,  and  mental  health  services.  Some  projects  also  conduct  education  and 
training  programs  aimed  at  teaching  health  care  and  substance  abuse  treatment  providers 
how  to  identify  and  treat  substance  use  during  pregnancy. 

Each  of  the  programs  relies  on  a  broad  variety  of  sources  to  finance  operations. 
For  example,  the  core  support  for  the  delivery  of  prenatal  care  is  state  and  federal  (Title 
V  block  grant)  maternal  and  child  health  funds  provided  by  the  Department  of  Public 
Health.  To  the  maximum  extent  possible,  Medicaid  funds  also  are  used  to  support  the 
provision  of  prenatal  and  maternal  support  services  to  Medicaid-eligible  pregnant 
women.  Moreover,  when  appropriate,  Medicaid  funds  are  used  to  support  intensive 
outpatient  substance  abuse  services.  Most  substance  abuse  services  are  financed  by  state 
and  federal  (ADAMHA  block  grant)  monies  administered  by  the  Center  for  Substance 
Abuse  Services.  At  the  Salvation  Army  Center,  for  example,  CSAS  funds  are  used  to 
underwrite  the  room  and  board  costs  for  clients  of  the  residential  facility.  Each  project 
also  relies  on  a  variety  of  local  monies  and  special  government  or  foundation  grants. 

Monies  appropriated  specifically  for  the  Chemically  Dependent  Pregnant  Women 
Pilot  Program,  which  totaled  just  under  $650,000  in  fiscal  1990,  are  intended  to  fund  the 
professional  and  support  staff  needed  to  integrate  the  delivery  of  health,  social,  and  drug 
treatment  services.  Projects  have  used  the  grants  to  develop  formal  case  management 
systems  to  help  clients  identify  needs,  locate  providers,  and  obtain  needed  care. 

The  Infant  Support  Services  Program.  In  1987,  the  collaborative  efforts  of 
Michigan's  Medicaid  and  maternal  and  child  health  agencies  led  to  the  creation  of  one  of  the 
nation's  first  programs  for  extending  enhanced  prenatal  care  services  to  Medicaid-eligible 
pregnant  women.  Called  "Maternal  Support  Services,"  the  program  supplements  traditional 
prenatal  care  services  by  providing  high-risk  women  with  a  broad  array  of  support  services, 
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including  psychosocial  and  nutritional  assessment  and  counseling,  childbirth  and  parent- 
ing education,  transportation,  and  case  management  services. 

Building  upon  the  concept  and  success  of  this  program,  state  officials  recently 
developed  a  similar  package  of  enhanced  benefits  for  newborns.  Although  the  Infant 
Support  Services  program  was  not  designed  solely  for  drug-exposed  newborns,  its 
creation  was  spurred  in  part  by  growing  concerns  about  perinatal  substance  use.  The 
program,  which  began  in  January  1993,  uses  an  interdisciplinary  team  of  nurses,  social 
workers,  nutritionists,  and  mental  health  specialists  to  provide  Medicaid-financed  care  to 
high-risk  infants.  Families  are  eligible  for  nine  visits  from  members  of  the  health  care  team 
during  the  infant's  first  year,  any  or  all  of  which  may  occur  in  the  home.  Because  of  the 
extensive  needs  of  drug-exposed  infants,  this  limit  was  broadened  to  include  one  visit  per 
week  from  members  of  the  health  care  team  for  the  first  six  months  after  birth  and  biweekly 
visits  for  the  second  six  months.  Nutritional  and  psychosocial  counseling,  parenting 
education,  linkage  to  various  treatment  services  providers,  and  early  intervention  are 
examples  of  the  types  of  care  that  infants  and  their  parents  receive  under  the  program. 

Outlook 

Michigan  officials  are  proud  of  the  cooperative  relationships  that  have  been  built  among 
the  various  executive  branch  agencies.  Building  upon  the  strong  foundation  forged 
between  the  Medicaid  and  MCH  agencies  during  the  late  1980s,  the  state  recently  has 
moved  to  include  substance  abuse,  child  welfare,  and  mental  health  officials  in  efforts 
to  serve  substance-using  pregnant  women  and  their  children.  Together,  the  agencies 
have  initiated  a  number  of  promising  programs.  Furthermore,  these  collaborative 
efforts  have  led  to  new  initiatives.  For  example,  drug-exposed  infants  will  be  eligible 
for  services  under  Michigan's  full  implementation  of  early  intervention  (Part  H  of  the 
federal  Individuals  with  Disabilities  Education  Act). 

Yet  Michigan  officials  acknowledge  that  much  work  remains  to  fully  address  the 
problem  of  perinatal  substance  use.  Based  on  a  rough  estimate  by  the  National 
Association  of  Perinatal  Addiction  Research  and  Education  that  1 1  percent  of  all  births 
are  affected  by  substance  use,  state  officials  believe  that  up  to  15,000  Michigan  women 
each  year  may  be  in  need  of  special  interventions.  Officials  estimate  that  about  700 
women  were  served  through  the  Chemically  Dependent  Pregnant  Women  pilot  projects 
in  1990.  Since  then,  the  number  of  pregnant  women  seeking  treatment  has  grown 
steadily.  Some  1,100  were  treated  in  1991,  and  44  percent  more  were  treated  in  1992. 
Nevertheless,  officials  realize  that  they  are  reaching  only  a  small  number  of  the  women 
who  could  benefit  from  such  an  integrated  approach. 

New  York 

Catalyst 

In  1989,  Governor  Mario  Cuomo  was  forced  to  rethink  his  Neighborhood-Based  Initiative 
Program  after  the  state  legislature  voted  against  providing  new  funds  for  the  effort.  The  goal 
of  the  project  was  to  empower  communities  to  effect  long-term  changes  for  local  residents, 
especially  children  and  their  families.  Without  the  funds,  the  Governor  had  to  explore  ways 
to  achieve  the  project's  objectives  within  the  existing  budget. 
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To  begin  the  process,  Governor  Cuomo  invited  the  commissioners  of  key  executive 
branch  agencies  to  develop  strategies  for  better  serving  the  needs  of  disadvantaged  families. 
The  commissioners  decided  to  focus  on  what  they  saw  as  the  state's  most  pressing 
problem— child  health  and  infant  mortality.  They  concluded  that  one  of  the  major  gaps  in  the 
state's  ability  to  effectively  address  infant  mortality  was  a  lack  of  comprehensive  and 
coordinated  substance  abuse  treatment  services  for  pregnant  women. 

Approach 

After  the  initial  meetings  involving  department  commissioners,  a  staff-level  steering 
committee  was  formed  to  carry  out  the  planning  and  program  design  activities  called  for 
by  the  Governor.  A  huge  array  of  state  agencies  and  offices  were  represented  on  the 
committee.*  In  addition,  several  other  entities  were  invited  to  take  part  in  the  process, 
including  the  State  University  of  New  York,  the  City  University  of  New  York,  and 
Advocates  for  the  Disabled.  Together,  the  participants  initially  worked  to: 

■  identify  and  define  the  various  target  populations  of  highest  priority; 

■  identify  target  communities  where  the  greatest  needs  for  intervention  existed; 

■  identify  and  assess  the  adequacy  of  existing  resources  in  these  communities; 

■  develop  ideas  and  strategies  for  better  organizing  and  integrating  service 
delivery  systems;  and 

■  determine  how  to  better  use  existing  state  and  federal  funds  to  support  the 
provision  of  care. 

The  success  and  productivity  of  the  steering  committee  can  be  attributed  to  two 
factors.  According  to  state  officials,  the  strong  commitment  and  leadership  displayed  at 
the  gubernatorial  and  commissioner  levels  made  it  clear  to  staff  that  the  undertaking 
would  receive  high  priority.  In  addition,  committee  members  say  that  their  sincere  and 
shared  desire  to  address  the  needs  of  the  target  population  helped  them  to  avoid  turf 
battles  and  infighting.  The  biggest  challenge  was  for  the  staffs  of  the  many  agencies 
involved  to  learn  the  intricate  workings  of  the  Medicaid  program. 

Outcomes 

As  the  steering  committee  worked  to  identify  communities  with  intensive  needs,  it  is  not 
surprising  that  New  York  City  received  a  great  deal  of  attention.  Further,  it  became 
clear  that  the  state  would  need  to  enlist  the  support  of  municipal  officials  and  of 
programs  administered  and  funded  by  the  New  York  City  government.  As  a  result, 
Project  Connect  was  developed.  In  addition,  the  state  has  successfully  competed  for  a 
Medicaid  demonstration  project  to  expand  services  to  pregnant  and  postpartum  sub- 


The  steering  committee  included  representatives  of  the  Department  of  Health,  the  Department  of 
Social  Services,  the  Division  for  Women,  the  Council  on  Children  and  Families,  the  Division  for 
Youth,  the  Division  for  Women,  the  Division  of  the  Budget,  the  Office  for  the  Aging,  the  Job 
Training  Partnership  Council,  the  Department  of  Labor,  the  Division  of  Housing  and  Community 
Renewal,  the  Office  of  Mental  Retardation  and  Developmental  Disabilities,  the  Developmental 
Disabilities  Planning  Council,  the  Department  of  Audit  and  Control,  the  Division  of  Alcoholism  and 
Alcohol  Abuse,  the  State  Education  Department,  the  Office  of  Mental  Health,  the  Department  of 
Economic  Development,  and  the  Division  of  Substance  Abuse  Services. 
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stance-using  women  and  continues  to  build  the  infrastructure  needed  to  treat  these 
populations  through  family  support  communities. 

Project  Connect.  On  February  21,  1991,  Governor  Cuomo  and  New  York  City 
Mayor  David  Dinkins  signed  the  New  York/New  York  Agreement  that  officially 
launched  Project  Connect.  Involving  ten  state  and  city  agencies,  the  project  is  designed 
to  provide  a  comprehensive  continuum  of  services  for  women  and  children  with  the  goal 
of  improving  birth  outcomes.  Although  the  project  is  not  oriented  solely  toward  serving 
pregnant  substance  users  and  their  exposed  infants,  it  focuses  on  several  high-risk  groups, 
including  women  who  receive  late  or  no  prenatal  care,  pregnant  or  parenting  teens, 
HIV-positive  women  and  their  children,  and  women  with  alcohol  and/or  drug  use  problems. 

Project  Connect  targets  three  communities  in  New  York  City:  Mott  Haven  in  the 
South  Bronx,  Bedford  Stuyvesant  in  Brooklyn,  and  central  Harlem.  The  program  is 
scheduled  to  be  implemented  in  two  phases.  During  Phase  I,  Project  Connect  services 
for  high-risk  women  will  be  initiated  in  three  hospitals  in  these  communities.  Women 
and  their  infants  will  be  served  only  during  the  mother's  postpartum  period. 

Phase  II  will  expand  the  program's  scope  by  attempting  to  reach  pregnant 
women  through  community  outreach  and  referrals  from  the  WIC  program,  case 
management  agencies,  and  other  community-based  organizations  in  the  state's  Prenatal 
Care  Assistance  Program  (PCAP).  (Under  PCAP,  Medicaid-eligible  pregnant  women 
receive  enhanced  services  such  as  care  coordination,  risk  assessment,  nutritional 
counseling,  health  education,  psychosocial  counseling,  and  home  visiting.)  Outreach 
efforts  also  will  cover  other  hospitals  serving  the  three  target  communities  and  nontradi- 
tional  sites  such  as  soup  kitchens  and  homeless  shelters. 

Each  participating  borough  has  an  established  a  Perinatal  Network  that  acts  as 
the  lead  agency  for  the  project.  These  networks,  which  include  government  officials, 
public  and  private  providers,  advocates  and  human  service  organizations,  are  respon- 
sible for  a  number  of  activities,  including: 

■  acting  as  the  liaison  between  participating  state  and  city  agencies  and  local 
service  providers; 

■  coordinating  interdisciplinary  training  sessions  for  providers  on  topics  such  as 
alcohol  and  substance  abuse,  child  development,  and  case  management;  and 

■  developing  and  distributing  a  directory  of  service  providers  in  each  community. 

Using  grant  monies  from  the  state  Department  of  Health's  Perinatal  Health 
program,  each  Perinatal  Network  employs  two  full-time  Project  Connect  staff  mem- 
bers. The  first  acts  as  a  community  organizer  and  liaison  and  works  to  coordinate  the 
activities  of  participating  providers  and  agencies  serving  the  target  population.  The 
second  is  an  in-hospital  assessor  responsible  for  identifying  women  who  are  eligible  for 
Project  Connect  services  and  enrolling  them  into  the  program. 

Targeted  case  management  services  are  the  foundation  of  the  Project  Connect 
program.  The  Perinatal  Network  in  each  community  refers  women  to  a  broad  array  of 
agencies  for  case  management  services,  including  city  health  department  clinics,  the 
Brooklyn  AIDS  Task  Force,  five  Teenage  Services  agencies,  several  private  nonprofit 
home  health  agencies,  and  two  Community  Health  Worker  programs.  Depending  on  the 
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risks  exhibited  by  the  client  in  the  hospital,  women  are  referred  to  the  most  appropriate 
case  management  agency.  Because  of  the  serious  nature  of  the  problems  experienced  by 
Project  Connect  clients,  caseloads  often  are  limited  to  twenty  families  per  case  manager, 
and  case  managers  are  expected  to  make  at  least  weekly  contacts  with  their  clients. 
Further,  because  this  population  frequently  is  difficult  to  engage,  agencies  are  expected 
to  make  numerous  efforts  to  contact  clients.  Home  visits  are  encouraged. 

The  primary  objective  of  case  managers  is  to  ensure  that  women  and  their  children 
are  receiving  all  of  the  services  they  need.  As  a  first  step,  case  managers  are  required  to 
ascertain  whether  or  not  women  and  their  children  are  eligible  for  entitlement  programs  such 
as  Medicaid  and  Public  Assistance.  (If  they  have  not  applied  for  these  programs,  the  case 
manager  helps  them  do  so.)  Next,  a  complete  needs  assessment  is  performed  and  a  plan  of 
care  is  developed  to  ensure  that  all  needed  care  and  services  are  coordinated,  including 
health,  substance  abuse  treatment,  child  care,  and  parenting  education. 

Once  initial  needs  are  met,  case  managers  are  instructed  to  consider  ongoing 
interventions  that  may  improve  the  mother's  self-sufficiency  and/or  her  children's 
development.  Such  interventions  might  include  helping  teenagers  return  to  school  or 
enroll  in  high  school  equivalency  programs,  or  helping  older  women  enroll  in  job 
training  and  life  skills  programs. 

In  establishing  the  program,  great  care  was  taken  to  ensure  that  Project  Connect 
services  were  closely  integrated  with  state  and  city  child  welfare  operations.  For 
example,  protocols  have  been  developed  that  require  all  case  management  and  service 
agencies  to  comply  with  the  reporting  requirements  of  Child  Protective  Services  (CPS). 
In  addition,  Project  Connect  providers  are  required  to  receive  in-service  CPS  training 
at  least  once  a  year. 

A  broad  array  of  funding  sources  are  being  tapped  to  support  Project  Connect 
operations.  For  example,  Medicaid-eligible  women  and  children  now  receive  targeted 
comprehensive  case  management  services  in  addition  to  all  necessary  prenatal,  delivery, 
postpartum,  and  well-child  care  and  other  health  and  developmental  services  available 
under  the  state's  Medicaid  program.  Funds  also  are  provided  by  the  state  Department 
of  Health,  the  state  Bad  Debt  and  Charity  Care  Program,  state  and  local  alcohol  and 
drug  abuse  agencies,  the  Developmental  Disabilities  Planning  Council,  and  the  Office 
of  Mental  Retardation  and  Developmental  Disabilities. 

It  is  anticipated  that  Project  Connect  will  serve  approximately  2,000  mothers  and 
children  each  year. 

The  HCFA  Demonstration  Project.  The  federal  Health  Care  Financing  Ad- 
ministration awarded  New  York  a  five-year  grant  to  demonstrate  the  efficacy  of 
coordinating  perinatal  care  services,  substance  abuse  treatment,  and  other  relevant 
services  in  promoting  better  health  outcomes  among  substance-dependent  pregnant 
women  and  their  children.  New  York  will  use  the  grant  to  expand  Project  Connect 
services.  Additional  Perinatal  Network  staff  will  be  hired  to  perform  outreach  in  target 
communities,  expand  case  management  services,  supplement  the  capacity  of  existing 
substance  abuse  treatment  providers,  and  educate  health  care  professionals  about  the 
needs  of  pregnant  substance  users.  The  HCFA  demonstration  grant  also  will  be  used  to 
implement  coordinated  health  and  substance  abuse  treatment  service  models  in  three 
sites  outside  of  New  York  City  (Syracuse,  Buffalo,  and  East  Newburgh). 
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Part  of  the  HCFA  demonstration  design  includes  the  development  of  Medicaid- 
financed  residential  treatment  facilities.  Under  a  demonstration  waiver,  Medicaid  will 
support  the  rendering  of  care  in  sites  traditionally  precluded  from  Medicaid  support  (e.g., 
facilities  with  more  than  sixteen  beds).  In  addition,  the  demonstration  hopes  to  test  the 
efficacy  of  other  treatment  modalities  typically  denied  Medicaid  financing,  such  as  nonmedi- 
cally  supervised  outpatient  substance  abuse  treatment  programs;  child  care  services; 
vocational  and  educational  assessments;  and  skills,  life  skills,  and  self-esteem  counseling. 

It  is  expected  that  the  demonstration  will  serve  approximately  620  women  during 
its  three  years  of  operation.  The  experiences  and  outcomes  of  these  clients  will  be 
evaluated  against  those  of  women  who  receive  services  in  control  sites. 

Family  Support  Communities.  In  1991,  the  legislature  approved  bonding 
authority  that  will  permit  the  state  to  raise  up  to  $46  million  in  capital  resources  to  build 
nineteen  residential  treatment  centers  for  substance-dependent  pregnant  women  and 
their  children.  Sites  for  the  treatment  centers  are  being  selected  throughout  the  state. 
The  centers,  scheduled  to  be  completed  in  about  two  years,  will  offer  women  and  their 
families  a  continuum  of  comprehensive  rehabilitation  services.  By  law,  the  state 
Division  of  Substance  Abuse  Services  must  oversee  the  development  of  these  services 
with  input  from  other  state  health  and  social  service  agencies. 

Outlook 

New  York  officials  are  proud  of  the  progress  they  have  made  in  coordinating  and 
integrating  health  care,  social  services,  and  alcohol  and  drug  abuse  systems.  However, 
Project  Connect  and  the  related  HCFA  demonstration  project  have  taxed  the  systems  to 
a  significant  degree.  Implementation  of  the  programs  has  been  slow  and  problematic 
because  written  plans  have  not  always  translated  smoothly  into  programs  at  the 
community  level.  The  state  will  continue  to  fully  implement  these  efforts  and  evaluate 
their  impacts.  Based  on  the  lessons  learned  from  these  initiatives,  New  York  officials 
hope  to  expand  the  interagency  collaborative  model  statewide. 

Oregon 

Catalyst 

Before  the  early  1980s,  most  women  in  Oregon  who  needed  substance  abuse  treatment 
obtained  services  through  the  state's  mental  health  system.  In  1981,  this  system  was 
restructured  so  that  only  people  with  chronic  mental  illness  were  eligible  for  services. 
This  change  forced  women  with  alcohol-  and  drug-related  problems  to  seek  assistance 
from  the  state's  male-oriented  substance  abuse  treatment  system. 

In  1988,  the  Alcohol  and  Drug  Abuse  Program  Office  formed  an  internal  task 
force  to  explore  how  the  agency  should  respond  to  the  growing  number  of  women  in  the 
system.  The  task  force  determined  that  the  system  was  not  doing  a  good  job  of 
responding  to  the  particular  needs  of  women,  who  comprised  30  percent  of  the  patients 
in  alcohol  and  drug  abuse  treatment  programs.  Furthermore,  few  support  services  were 
available  for  pregnant  women  or  mothers. 

In  response,  the  state  required  programs  funded  by  the  alcohol  and  drug  abuse 
agency  to  designate  a  certain  number  of  slots  per  year  for  women  and  to  ensure  that 
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support  services  were  available  for  these  slots.  The  state  also  required  treatment 
programs  for  women  to  have  appropriately  trained  and  experienced  staff,  to  provide 
female-oriented  self-help  groups,  and  to  develop  client-specific  after-care  plans. 

However,  demand  for  women's  treatment  services  continued  to  outstrip  supply, 
and  in  March  1989  the  Oregon  Children  Services  Division  put  together  an  interagency 
task  force  to  address  this  gap.  The  division  had  witnessed  a  tremendous  growth  in  the 
number  of  children  requiring  foster  care,  and  several  studies  indicated  that  maternal 
substance  use  was  largely  to  blame. 

Approach 

The  task  force  included  representatives  from  numerous  health  and  human  services 
agencies  within  the  Department  of  Human  Resources  as  well  as  many  other  governmen- 
tal and  community  entities.  The  twenty-seven-member  task  force  broke  into 
workgroups  to  focus  on  two  areas.  One  workgroup  examined  the  scope  of  the  problem 
and  the  extent  to  which  services  were  available  to  meet  the  needs  of  substance-using 
women.  The  second  workgroup  explored  how  services  could  be  enhanced  by  improving 
coordination  and  cooperation  among  the  numerous  programs  providing  treatment  and 
support  services. 

In  February  1990,  the  task  force  issued  its  final  report.  The  report  contained  the 
following  recommendations. 

■  The  state  should  conduct  a  study  to  determine  the  extent  of  the 
problem  statewide. 

■  The  state  should  develop  a  statewide  inventory  of  substance  abuse  treatment 
programs  serving  pregnant  and  parenting  women  to  determine  what  re- 
sources were  available  and  what  gaps  remained. 

■  The  state  should  establish  a  coordinated  system  of  identification,  referral, 
and  case  conferencing  among  programs  administered  by  state  health  and 
human  services  agencies. 

Meanwhile,  the  number  of  substance-exposed  babies  continued  to  grow,  and  the 
medical  community  became  increasingly  concerned.  By  early  1990,  both  the  Governor 
and  the  legislature  took  action.  Governor  Neil  Goldschmidt  issued  an  executive  order 
creating  the  Task  Force  on  Pregnancy  and  Substance  Abuse.  With  members  drawn 
primarily  from  the  legal  and  medical  communities,  the  task  force  was  charged  with 
developing  a  plan  to  ensure  that  Oregon's  children  are  born  free  of  drugs.  It  was  widely 
expected  that  this  task  force  would  recommend  legal  solutions. 

The  Oregon  legislature  passed  the  Alcohol  and  Drug  Treatment  for  Pregnant 
Users  bill  requiring  the  Oregon  Health  Sciences  University  to  develop  an  integrated 
curriculum  to  teach  medical  students  about  drug  and  alcohol  and  abuse  assessment  and 
treatment  procedures  and  practices.  The  bill  also  directed  the  Health  Division  to  design 
and  operate  demonstration  pilot  projects,  subject  to  the  availability  of  federal  funds.  The 
Department  of  Human  Resources  was  required  to  establish  an  advisory  committee  to 
develop  a  multi-agency,  coordinated  approach  to  treating  pregnant  substance  users. 

Many  of  the  program  officials  who  were  asked  to  serve  on  the  Department  of 
Human  Resource  Advisory  Committee  on  Alcohol  and  Drug  Treatment  of  Pregnant 
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Users  had  served  on  the  first  interagency  task  force.  With  much  of  the  groundwork 
already  laid,  the  new  advisory  committee  was  able  to  conduct  more  comprehensive 
studies  of  the  problem.  It  found  that  very  few  of  the  estimated  4,500  pregnant  women 
in  need  of  substance  abuse  treatment  were  receiving  services  and  that  those  in  treatment 
often  were  not  being  adequately  served.  Very  few  programs  were  providing  the  health 
and  support  services  that  pregnant  and  parenting  women  need. 

The  advisory  committee  developed  a  flexible  case  management  model  to  help 
address  some  of  these  gaps.  Under  the  model,  a  lead  organization  at  the  state  level 
would  focus  on  systems  issues  in  order  to  better  coordinate  existing  resources.  At  the 
local  level,  case  management  would  include  a  fixed  point  of  referral  that  would 
coordinate  a  continuum  of  services  for  all  pregnant  and  parenting  substance  users.  At  a 
minimum,  this  continuum  would  include  transportation;  child  care;  health  services, 
including  perinatal  and  well-child  care;  parenting  education;  housing;  alcohol  and  drug 
treatment;  mental  health  services;  nutritional  services;  and  early  intervention. 

Outcomes 

Since  the  late  1980s,  when  the  issue  first  began  receiving  attention,  Oregon  has 
implemented  a  number  of  strategies  to  address  the  problems  of  substance-using  pregnant 
women.  Although  these  initiatives  have  fallen  short  of  achieving  the  goal  of  a  statewide, 
comprehensive  case  management  model,  they  have  moved  the  state  closer  to  the 
development  of  a  comprehensive  system  of  care.  Through  increased  funding  from  the 
Office  of  Alcohol  and  Drug  Abuse  Programs  and  integration  of  funding  from  multiple 
agencies,  Oregon  has  increased  the  treatment  capacity  for  women. 

Expanding  the  Treatment  Capacity  for  Pregnant  Women.  By  dedicating 
more  than  half  of  the  1989  increase  in  the  Alcohol,  Drug  Abuse,  and  Mental  Health 
Services  Block  Grant  to  the  treatment  of  pregnant  women,  Oregon  has  added  residential 
treatment  beds,  intensive  outpatient  services,  and  after-care  projects  to  its  service 
delivery  system  for  substance-using  pregnant  and  postpartum  women. 

In  1991,  the  Office  of  Alcohol  and  Drug  Abuse  Programs  (OADAP)  used 
additional  funds  to  support  programs  that  serve  women,  especially  those  who  were 
pregnant.  Applicants  for  funding  were  required  to  demonstrate  how  they  would  provide 
a  continuum  of  care  for  women,  including  assessment  and  evaluation,  a  plan  of 
treatment  that  includes  family  involvement,  health  and  nutritional  services,  followup 
and  coordination,  and  an  after-care  plan.  OADAP  funded  four  detoxification  beds, 
eighty  residential  beds,  sixty-four  intensive  outpatient  slots,  and  five  recovery 
demonstration  projects  located  throughout  the  state. 

Oregon  also  has  significantly  expanded  treatment  services  for  women  through 
multi-agency  efforts  aimed  at  securing  federal  funding  of  demonstration  projects.  For 
example,  the  state  has  received  eight  grants  from  the  Center  for  Substance  Abuse 
Prevention  to  develop  and  administer  comprehensive  treatment  programs  for  pregnant 
and  postpartum  women  and  their  infants. 

One  of  the  projects  is  administered  by  the  Oregon  Health  Division's  Center  for 
Child  and  Family  Health  and  was  developed  in  collaboration  with  the  Children's 
Services  Division  and  the  Office  of  Alcohol  and  Drug  Abuse  Programs.  The  project 
stemmed  from  the  units'  work  together  on  the  DHR  task  force  and  includes  a 
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multidisciplinary  approach  with  a  strong  care  coordination  model  based  in  local  health 
departments.  The  Health  Division  also  provides  state-level  coordination  on  issues  of 
perinatal  substance  use,  including  liaison  functions  to  the  Office  of  Alcohol  and  Drug 
Abuse  Programs  and  community  programs. 

Integrating  Funding  from  Multiple  Agencies.  Various  Oregon  executive 
branch  agencies  have  combined  resources  to  more  effectively  and  efficiently  address  the 
needs  of  pregnant  women  and  their  children.  Working  collaboratively,  the  Office  of 
Medical  Assistance  Programs  and  the  Office  of  Alcohol  and  Drug  Abuse  Programs  have 
substantially  increased  Medicaid  financing  of  alcohol  and  drug  abuse  treatment  services 
in  recent  years.  Under  the  rehabilitative  services  option,  which  gives  states  considerable 
flexibility  in  determining  how  services  can  be  delivered,  Oregon  has  significantly 
expanded  the  range  of  outpatient  substance  abuse  treatment  services  covered  under 
Medicaid.  Currently,  Medicaid  reimburses  for  assessments,  individual  and  group 
therapy,  consultation,  methadone  maintenance,  and  acupuncture.  To  be  eligible  for 
reimbursement,  a  substance  abuse  treatment  program  must  be  approved  by  OADAP  as 
a  qualified  service  provider. 

To  further  improve  coverage  for  pregnant  women,  in  1991  Oregon  added 
intensive  outpatient  services  to  the  list  of  Medicaid-covered  perinatal  benefits.  Twelve 
programs  currently  are  qualified  as  intensive  outpatient  treatment  providers  for  pregnant 
women.  Eight  of  these  programs  also  have  a  residential  component  that  is  supported 
through  OADAP.  In  addition,  the  Medicaid  agency  is  working  with  the  Office  of 
Alcohol  and  Drug  Programs  to  develop  a  targeted  case  management  service  for 
substance-using  pregnant  women. 

Other  agencies  within  DHR  also  have  committed  significant  resources  to 
programs  for  substance-using  mothers  and  pregnant  women.  In  1991,  $750,000  of  the 
Child  Care  Block  Grant  was  dedicated  to  funding  child  care  services  for  addicted 
women  in  treatment.  The  same  year,  the  Children's  Services  Division  transferred 
$800,000  of  its  funds  into  the  Alcohol  and  Drug  Abuse  Program's  budget  to  help  serve 
substance-using  mothers.  The  Adult  and  Family  Services  Division  also  committed 
$500,000  to  help  finance  treatment  services  as  a  component  of  the  welfare  reform 
strategy.  Many  of  these  funds  have  provided  the  state  match  for  Medicaid. 

Implementing  House  Bill  2388.  Although  significant  budget  problems  kept  the 
state  from  funding  the  case  management  plan  developed  by  the  DHR  Advisory  Commit- 
tee on  Alcohol  and  Drug  Treatment  of  Pregnant  Users,  the  state  legislature  passed 
legislation  to  address  perinatal  substance  use  issues  once  again  in  1991.  The  law  (House 
Bill  2388)  contains  two  important  components. 

■  A  total  of  $550,000  is  provided  for  two  pilot  projects  to  serve  drug-depend- 
ent pregnant  women.  One  of  the  pilots  will  provide  services  primarily  to 
pregnant  and  parenting  women  within  the  criminal  justice  system.  Services 
will  include  case  management,  transitional  housing,  and  substance  abuse 
treatment.  Medicaid  will  help  finance  outpatient  treatment  services.  Women 
participating  in  the  program  are  expected  to  contribute  to  their  living 
expenses  through  food  stamps.  The  second  pilot,  which  is  targeted  to  women 
of  color  in  inner-city  areas,  will  be  modeled  on  a  similar  approach. 
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■  Consistent  with  the  Governor's  task  force  report,  the  Office  of  Alcohol  and  Drug 
Abuse  Programs,  the  Health  Division,  and  the  Oregon  Health  and  Sciences 
University  were  required  to  develop  a  screening  tool  and  training  program  to 
teach  health  care  providers  to  identify  substance  use  by  pregnant  women. 

Outlook 

Despite  serious  budget  limitations,  Oregon  has  made  tremendous  progress  in  addressing 
the  needs  of  substance-using  pregnant  women.  The  last  two  legislative  sessions  have 
produced  important  legislation,  and  an  impressive  degree  of  interagency  cooperation 
has  led  to  significant  policy  and  program  integration. 

These  collaborative  efforts  are  beginning  to  produce  positive  results.  In  1990, 
386  drug-affected  babies  were  reported,  down  from  the  all-time  high  of  532  reported  in 
1989.  In  1991,  the  number  dropped  still  further,  to  299.  Meanwhile,  the  number  of 
babies  born  drug  free  as  a  result  of  their  mother's  participation  in  publicly  supported 
treatment  programs  rose  from  118  in  1990  to  195  in  1991. 

Nonetheless,  problems  remain.  Like  most  states,  Oregon  would  like  to  expand 
its  residential  treatment  capacity  but  cannot  do  so  under  Medicaid's  current  IMD 
exclusion.  Another  significant  obstacle  to  effective  care  has  been  the  lack  of  funding  for 
case  management  services.  Addiction  counselors  in  the  state  estimate  that  50  percent  of 
their  time  is  spent  performing  coordination  activities  for  which  there  is  no  financial 
support.  This  problem  will  be  significantly  mitigated  if  Medicaid  coverage  of  case 
management  services  is  approved. 

South  Carolina 

Catalyst 

In  1986,  the  South  Carolina  legislature  established  the  State  Council  on  Maternal, 
Infant,  and  Child  Health  (MICH)  to  coordinate  the  state's  efforts  to  improve  the  health 
of  pregnant  women,  infants,  and  children.  Placed  within  the  purview  of  the  Governor's 
office,  the  council  represented  a  broad  range  of  individuals  and  groups  concerned  about 
the  health  of  mothers,  babies,  and  children  in  South  Carolina.  Appointed  to  the  council 
were  directors  from  state  health,  human  services,  and  education  agencies;  selected  state 
legislators;  representatives  from  medical  schools  and  schools  of  public  health;  health 
care  providers;  representatives  of  volunteer  and  parent  organizations;  and  consumers. 

Over  the  years,  the  MICH  council  has  played  a  critical  role  in  expanding  and 
enhancing  the  capacity  of  the  state's  public  systems  of  care  for  pregnant  women  and 
children.  The  group  oversaw  the  development  of  numerous  collaborative  efforts  be- 
tween the  Medicaid  and  maternal  and  child  health  agencies.  Medicaid  eligibility  for 
mothers  and  children  has  been  expanded;  since  1986,  South  Carolina's  income 
eligibility  threshold  for  pregnant  women  has  risen  from  50  percent  to  185  percent  of  the 
federal  poverty  level.  Strategies  to  simplify  the  Medicaid  eligibility  process  and 
improve  access  to  care  also  have  been  implemented.  Moreover,  the  state's  High-Risk 
Channeling  Project,  which  provides  enhanced  prenatal  and  infant  care  for  high-risk 
pregnant  women  and  children,  has  been  expanded. 
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In  late  1989,  several  individuals  from  the  state's  Department  of  Health  and 
Environmental  Control  and  Commission  on  Alcohol  and  Drug  Abuse  proposed  that  the 
council  form  a  special  committee  to  study  and  recommend  solutions  to  the  growing 
problem  of  perinatal  substance  use.  The  Substance  Abuse  Committee  was  formed  in 
December  1989. 

Approach 

After  an  initial  planning  meeting,  the  MICH  Substance  Abuse  Committee  formed  three 
study  groups. 

■  One  group  was  assigned  to  conduct  a  statewide  study  of  the  prevalence  of 
perinatal  substance  use. 

■  A  second  group  was  assigned  to  examine  alternative  strategies  for  im- 
proving prevention  and  treatment  services  for  pregnant  substance  users 
and  their  infants. 

■  A  third  group  was  assigned  to  study  the  legal  and  ethical  issues  surrounding 
the  problem  and  to  advise  the  state  legislature  on  a  reasonable  legal  response. 

The  study  groups  included  individuals  with  a  broad  range  of  skills,  expertise, 
and  professional  affiliations.  In  addition  to  providers  of  care  from  the  health  care  and 
drug  treatment  systems,  the  study  groups  typically  included  officials  from  the  Medicaid, 
maternal  and  child  health,  alcohol  and  drug,  mental  health,  and  child  welfare  agencies; 
academic  researchers;  lawyers;  and  consumers  and  consumer  advocates.  The  multidis- 
ciplinary  approach  employed  by  the  study  groups  led  to  several  positive  outcomes. 
First,  it  allowed  constructive  relationships  to  be  formed  between  individuals  from  the 
public  and  private  sectors,  as  well  as  among  officials  of  various  state  agencies.  It  also 
helped  ensure  that  the  groups  gave  full  consideration  to  multiple  agendas  and  priorities. 
Finally,  the  approach  encouraged  discussions  about  how  to  effectively  integrate  the 
responses  of  multiple  systems. 

Over  the  next  two  years,  the  study  groups  produced  reports  and  recommenda- 
tions that  played  a  significant  role  in  shaping  the  state's  response  to  its  perinatal 
substance  use  problem. 

The  South  Carolina  Prevalence  Study,  which  was  funded  by  six  different  state 
agencies  and  the  March  of  Dimes,  found  that  each  year,  one  in  four— more  than  15,000 
infants— are  born  to  mothers  who  use  alcohol,  illegal  drugs,  or  nonprescribed  prescrip- 
tion drugs.  Statewide,  6  percent  of  women  were  found  to  use  cocaine,  8  percent  to  use 
marijuana,  10  percent  to  use  barbiturates,  7  percent  to  use  opiates,  and  2  percent  to  use 
alcohol.  (It  is  believed  that  alcohol  prevalence  was  underestimated  due  to  the  testing 
methods  used  by  the  researchers.) 

The  Study  Group  on  Prevention  and  Treatment  Services  developed  several 
guidelines  for  future  policies  and  programs. 

■  Educational  resources  describing  the  consequences  of  substance  use  during 
pregnancy  should  be  made  available. 

■  Adequate  prenatal  care  should  be  available  and  accessible  to  every 
pregnant  woman. 
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■  Prevention,  treatment,  rehabilitation,  and  support  services  for  substance 
use— tailored  to  meet  the  needs  of  pregnant  women— should  be  available 
and  accessible. 

■  Criminal  prosecution  is  not  a  substitute  for  effective  services. 

■  Involuntary  commitment  to  treatment  should  be  used  only  after  women  have 
been  given  opportunities  to  seek  assistance  voluntarily. 

■  Laws  that  require  physicians  to  report  women  solely  because  of  their 
substance  use  during  pregnancy  should  be  avoided. 

■  Child  safety  and  family  preservation  should  guide  decisions  regarding  the 
welfare  of  children  whose  mothers  and  caretakers  use  substances. 

■  Public  and  private  providers  should  coordinate  their  efforts  to  improve  and 
expand  prevention  and  treatment  services. 

■  The  perinatal  substance  use  problem  must  be  addressed  through  interdis- 
ciplinary and  interagency  approaches  and  a  combination  of  public  and 
private  resources. 

The  Study  Group  on  Legal  and  Ethical  Issues  concluded  that  efforts  to  address 
alcohol  and  drug  use  during  pregnancy  should  focus  on  prevention,  education,  and 
treatment  programs  that  do  not  affect  the  constitutional  rights  of  pregnant  women.  State 
actions  that  affect  basic  constitutional  rights  must  be  based  on  reliable  evidence  about 
the  nature  and  source  of  harm  to  the  fetus. 

Outcomes 

Based  on  the  recommendations  of  the  MICH  council,  South  Carolina's  Medicaid, 
maternal  and  child  health,  and  alcohol  and  drug  abuse  agencies  have  developed  a 
number  of  special  initiatives  designed  to  enhance  pregnant  substance  users'  access 
to  needed  care.  These  initiatives  evolved  from  extensive  and  collaborative  inter- 
agency planning. 

■  The  state  has  added  several  new  services  to  its  Medicaid  plan  to  enhance  the 
available  continuum  of  care  for  pregnant  substance  users. 

■  The  state  has  used  a  portion  of  its  federal  Alcohol,  Drug  Abuse  and  Mental 
Health  Services  Block  Grant  to  establish  an  Office  of  Women's  Services  and 
two  residential  programs  for  women,  with  priority  access  given  to  those  who 
are  pregnant  and/or  parenting. 

■  The  state  has  implemented  a  number  of  demonstration  projects  to  test  the 
effectiveness  of  innovative  service  delivery  and  integration  models. 

Expanding  the  Scope  of  Medicaid-Covered  Services.  In  1988,  the  Health 
and  Human  Services  Finance  Commission,  South  Carolina's  Medicaid  agency, 
began  covering  a  new  set  of  outpatient  alcohol  and  drug  rehabilitation  services 
under  Medicaid. 

■  Assessment  counseling.  This  provides  a  professional  determination  of  the  nature 
and  extent  of  an  individual's  or  family's  problems  related  to  substance  use. 
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■  Individual  counseling.  This  includes  face-to-face  sessions  between  a  client 
and  provider  focusing  on  issues,  needs,  and  goals  identified  during  the 
assessment  process. 

■  Group  counseling.  This  includes  interactions  between  a  provider  and  a 
group  of  clients  directed  toward  issues  and  behavior  surrounding  substance 
use  or  dependency. 

■  Family  unit/family  member  counseling.  This  consists  of  interactions  be- 
tween a  provider  and  members  of  the  client's  immediate  or  extended  family. 

■  Intensive  outpatient  program.  This  includes  intensive  services  for  clients 
who  are  in  need  of  more  than  traditional  outpatient  treatment  or  who  need  an 
alternative  to  inpatient  treatment. 

■  Crisis  management.  This  is  an  intensive,  time-limited  service  to  address 
abrupt,  substantial  changes  in  client  functioning  and/or  a  marked  increase  in 
a  client's  personal  distress. 

■  Targeted  case  management.  This  includes  identifying  patient  needs  and 
resources,  coordinating  services  to  meet  those  needs,  and  monitoring  to 
ensure  that  services  are  received. 

■  Medical  assessment  and  re-evaluation.  Under  this  service,  a  physician 
assesses  a  client's  medical  status,  provides  diagnostic  evaluation  and  screen- 
ing, provides  referral  for  alcohol  and  drug  rehabilitation  services,  and 
reassesses  patient's  medical  status  and  response  to  treatment. 

Although  these  services  were  made  available  to  all  populations  experiencing 
substance  use  problems,  South  Carolina  has  taken  special  steps  to  meet  the  unique  needs 
of  pregnant  women  and  their  families.  For  example,  the  state  has  recruited  female 
substance  use  counselors  and  has  designed  special  group  counseling  sessions  for  women 
who  are  victims  of  incest  and  spousal  abuse. 

Qualified  alcohol  and  drug  case  management  providers  can  bill  the  Medicaid 
program  $10  for  every  fifteen  minutes  spent  assisting  a  client.  All  substance  abuse  services, 
typically  provided  through  the  state's  network  of  thirty-seven  community-based  alcohol  and 
drug  abuse  authorities,  are  billed  in  half-hour  increments  according  to  the  following  fee 
schedule:  $8.50  per  half-hour  for  intensive  outpatient  care;  $7.50  per  half-hour  for  group 
counseling;  and  $20.00  per  half-hour  for  all  other  counseling  services. 

Redirecting  the  ADAMHA  Block  Grant's  10  Percent  Setaside  for  Women. 
In  the  past,  the  South  Carolina  Commission  on  Alcohol  and  Drug  Abuse  used  the 
ADAMHA  block  grant's  10  percent  setaside  for  women  by  distributing  grant  monies 
evenly  to  local  agency  providers  to  help  fund  women's  prevention  projects  and  women's 
counselor  positions.  Because  the  agency  realized  it  was  not  achieving  tangible  results 
with  this  strategy,  in  1990  it  began  targeting  the  setaside  to  fund  projects  that  would 
more  directly  address  women's  issues  and  needs. 

First,  the  agency  created  a  new  Office  of  Women's  Services  to  coordinate  its 
efforts  to  initiate  more  effective  prevention  and  treatment  programs  for  women.  Within 
this  office  a  Women's  Resource  Center  was  created  to  act  as  a  clearinghouse  for 
information  on  state  and  community  programs  that  address  women's  needs. 
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Second,  the  10  percent  setaside  was  directed  to  support  two  new  residential 
programs.  One  program  provides  twenty-six  beds  for  women,  with  priority  access 
given  to  women  who  are  pregnant.  The  second  program  provides  ten  treatment  beds  for 
pregnant  mothers  and  an  additional  twenty  beds  for  their  children. 

Implementing  Special  Demonstration  Projects.  South  Carolina  also  has 
launched  a  number  of  demonstration  projects  designed  to  test  the  feasibility  and/or 
effectiveness  of  alternative  strategies  for  improving  services  to  substance-using  preg- 
nant women  and  their  children. 

The  most  far-reaching  of  these  projects  is  called  "Transitions."  One  of  five  state 
perinatal  substance  abuse  demonstrations  funded  by  the  Health  Care  Financing  Ad- 
ministration, Transitions  will  build  upon  and  fill  gaps  in  existing  health  care  and  drug 
treatment  infrastructures  in  South  Carolina's  Edisto  Health  District,  a  three-county, 
largely  rural  region. 

All  women  participating  in  the  Medicaid  program's  High-Risk  Channeling 
Project  (HRCP)  and  identified  as  substance  users  will  be  eligible  to  participate  in  the 
Transitions  project.  These  women  will  be  eligible  to  receive  Medicaid-financed  prenatal 
and  drug  treatment  services.  In  addition,  under  the  demonstration's  waiver  authority, 
Transitions  clients  will  be  eligible  for  the  following  services. 

■  Intensive  case  management.  An  alcohol  and  drug  abuse  professional  will 
provide  daily,  hands-on  case  management  assistance  to  all  Transitions  par- 
ticipants and  will  work  jointly  with  HRCP  case  managers  to  ensure  coordina- 
tion and  nonduplication  of  services.  Intensive  case  management  will  differ 
from  HRCP  case  management  in  that  providers  will  maintain  smaller 
caseloads  and  will  employ  a  family-oriented  approach  to  help  pregnant 
women,  their  children,  and  other  family  members  access  medical  and 
support  services. 

■  Intensive  in-home  services.  Qualified  staff  from  the  local  department  of 
mental  health  will  provide  in-home  crisis  intervention  counseling  and  assess- 
ment during  acute  stages.  Staff  also  will  provide  short-term  therapy  involv- 
ing the  entire  family  and  will  help  families  obtain  other  community  services. 

■  Child  development  assessments.  Using  staff  from  South  Carolina  State 
University  with  expertise  in  child  psychology,  this  service  will  include 
in-depth  assessments  of  children  and  intensive  work  to  teach  parents  how  to 
work  with  a  developmentally  delayed  child. 

■  Detoxification  in  a  subacute  setting.  The  Dawn  Center,  a  free-standing, 
subacute,  nonhospital  facility,  will  provide  detoxification  services  to  Transi- 
tions participants.  (It  is  estimated  that  detoxification  provided  in  a  subacute 
setting  will  cost  the  state  roughly  $200  per  day,  compared  with  $500  per  day 
in  an  acute  care  facility.)  The  Dawn  Center  also  will  provide  a  twenty-one- 
day  residential  treatment  program  to  be  supported  by  Medicaid  funds. 

■  Residential  treatment.  Intensive  therapeutic  and  support  services  will  be 
provided  in  a  sixteen-bed  facility.  Certified  addiction  professionals  and 
appropriate  medical  staff  employed  by  the  program  will  provide  these 
services  to  pregnant  women  and  their  families. 
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■  Positive  parenting  education.  Education  will  address  nurturing,  bonding, 
and  other  issues  that  impact  on  an  addicted  woman's  relationship  with  her 
newborn  and  other  children. 

The  Transitions  project  also  will  provide  training  to  all  health  care  providers  in 
the  district  to  improve  their  skills  in  risk  assessment  and  detection  of  substance  use.  In 
addition,  the  project  will  employ  four  maternal  outreach  workers,  each  an  indigenous 
member  of  the  community  and  a  recovering  addict,  to  conduct  case-finding  activities 
throughout  the  Edisto  District.  Service  providers  will  focus  on  linking  Transitions 
families  with  child  care,  transportation,  and  parenting  education  services. 

In  a  second  initiative,  the  state  Medicaid  and  alcohol  and  drug  abuse  agencies 
combined  resources  in  1991  to  fund  an  alcohol  and  drug  abuse  counselor  slot  in  a  local 
health  department  prenatal  care  clinic.  The  counselor  trained  prenatal  clinic  staff  in 
alcohol  and  drug  abuse  issues,  helped  clinic  staff  screen  patients  for  substance  use,  and 
referred  patients  for  substance  abuse  treatment  services.  This  pilot  project  was  so 
successful  that  in  1992  the  two  state  agencies  placed  such  counselors  in  three  additional 
local  health  departments.  Each  agency  contributes  one-quarter  of  the  cost  of  the 
full-time  equivalent  position;  the  remaining  costs  are  supported  by  federal  Medicaid 
funds  at  the  50  percent  administrative  matching  rate. 

In  a  similar  effort,  the  South  Carolina  Medicaid  agency  is  working  with  the  State 
Primary  Care  Association  to  place  alcohol  and  drug  abuse  counselors  in  three  com- 
munity health  center  (CHC)  prenatal  clinics.  Once  again,  the  Medicaid  agency  and  the 
individual  CHCs  will  share  one-half  of  the  cost  of  the  positions,  with  the  remaining 
expense  covered  by  the  Medicaid  administrative  match. 

Outlook 

South  Carolina  officials  are  pleased  with  the  progress  they  have  made  in  improving 
systems  of  care  for  pregnant  substance  users  and  their  children.  With  the  support  of 
a  gubernatorially  appointed,  multidisciplinary  task  force  and  as  a  result  of  extensive 
interagency  planning,  state  executive  branch  agencies  have  made  significant 
progress  toward  developing  a  more  responsive  and  comprehensive  continuum  of 
care  for  these  populations. 

However,  certain  gaps  remain  in  the  system.  For  example,  no  statewide  market- 
ing or  public  education  campaign  has  ever  been  waged  to  raise  awareness  of  the  risks 
associated  with  substance  use  during  pregnancy  or  the  availability  of  new  types  of 
assistance.  Many  South  Carolina  officials  believe  that  such  an  outreach  initiative  would 
complement  the  service  delivery  and  financing  reforms  that  have  been  made. 

Washington 

Catalyst 

The  year  1989  was  a  watershed  year  for  mothers  and  children  in  the  state  of 
Washington.  That  year,  the  legislature  passed  several  key  laws  establishing  a 
framework  for  the  state  to  begin  developing  comprehensive  programs  to  provide 
prenatal  care,  health  care,  and  alcohol  and  drug  treatment  to  poor  and  near-poor 
pregnant  women. 
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■  The  Maternity  Care  Access  Act  created  the  First  Steps  Program  and 
expanded  Medicaid  income  eligibility  for  pregnant  women  to  185  percent  of 
the  federal  poverty  level.  The  act  added  critical  support  services  to  the 
Medicaid  state  plan,  including  psychosocial  assessment,  nutritional  services, 
community  nursing  services,  health  and  childbirth  education,  transportation, 
and  case  management  for  pregnant  women  and  children  up  to  age  one. 

■  The  Alcoholism  and  Drug  Addiction  Treatment  and  Support  Act  was 

revised  to  designate  low-income,  chemically  dependent  pregnant  women  and 
parents  with  small  children  as  priority  populations  for  treatment. 

■  The  Omnibus  Drug  Act  appropriated  $5.5  million  for  treatment  services  for 
low-income,  chemically  dependent,  pregnant  and  postpartum  women;  $12.2 
million  for  youth  assessment  and  treatment  programs;  and  $3  million  for 
community  development  of  prevention,  treatment,  and  enforcement  ac- 
tivities. Specific  services  required  by  the  act  include  inpatient  treatment, 
ambulatory  treatment  facilities  for  HIV-positive/ AIDS  patients,  outpatient 
treatment  services,  child  care,  and  housing. 

Around  the  same  time,  the  Division  of  Alcohol  and  Substance  Abuse  (DASA) 
received  a  grant  from  the  National  Institute  on  Drug  Abuse  to  study  the  effectiveness  of 
various  treatment  modalities  delivered  to  pregnant  women  through  existing  community- 
based  services.  With  these  building  blocks  in  place,  the  state  was  in  a  position  to  begin 
aggressively  developing  an  integrated  system  to  respond  to  the  needs  of  substance-using 
pregnant  women  and  their  children. 

Approach 

The  state's  umbrella  agency,  the  Department  of  Social  and  Health  Services  (DSHS), 
formed  two  interagency  groups  to  design  an  integrated  strategy  for  implementing  the 
First  Steps  Program  called  for  in  the  1989  legislation.  The  First  Steps  Executive 
Steering  Committee,  composed  of  high-ranking  officials  from  the  department's 
divisions  of  Planning  and  Evaluation;  Budget;  Children,  Youth,  and  Family  Services; 
Income  Assistance;  Medical  Assistance;  Parent  and  Child  Health;  and  Alcohol  and 
Substance  Abuse,  established  guiding  policies  and  provided  oversight  for  the  develop- 
ment of  a  collaborative  program.  The  First  Steps  Work  Group,  composed  of  key  staff 
from  the  same  DSHS  divisions,  worked  to  implement  the  policy  directives  established 
by  the  steering  committee  and  designed  the  specific  rules,  regulations,  and  protocols 
that  would  guide  the  new  programs. 

Outcomes 

Over  the  course  of  the  next  year,  the  First  Steps  Executive  Steering  Committee,  the 
First  Steps  Work  Group,  and  many  off-shoot  study  groups  developed  several  initiatives 
to  promote  the  implementation  of  a  comprehensive  program  to  address  the  problem  of 
perinatal  substance  use  in  Washington. 

■  The  treatment  protocol  for  chemical-using  pregnant  women.  This  was  a 
template  for  the  provision  of  accessible  and  coordinated  maternity,  support, 
and  substance  use  treatment  services.  In  addition,  a  matrix  document  that 
summarized  the  material  in  the  treatment  protocol  was  developed  for  use  by 
participating  DSHS  staff. 
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■  Expanded  coverage  of  Medicaid  services.  This  was  intended  to  address  the 
needs  of  substance-using  pregnant  women  and  their  exposed  infants. 

■  The  acquisition  of  federal  funding  for  a  demonstration  project.  The 

project  was  designed  to  test  the  efficacy  of  alternative  prenatal  care  and 
alcohol  and  drug  treatment  delivery  systems. 

The  Treatment  Protocol  for  Chemical-Using  Women.  Developed  by  the 
Division  of  Alcohol  and  Substance  Abuse,  in  conjunction  with  state  and  local  public  and 
private  agencies,  the  protocol  itemizes  the  various  components  of  a  "model"  integrated 
system  and  details  the  potential  roles  of  the  various  agencies  and  providers  that  work 
with  the  target  populations.  The  treatment  protocol  addresses  the  following  topics: 

■  early  identification  of  chemical-using  pregnant  women; 

■  public  program  eligibility  rules  and  the  determination  process; 

■  adolescent  consent  to  treatment  regulations; 

■  confidentiality  issues; 

■  First  Steps  prenatal  care; 

■  maternity  case  management; 

■  maternity  support  services; 

■  mental  health  services; 

■  drug  and  alcohol  assessment  and  referral  approaches; 

■  drug  and  alcohol  treatment  programs,  including  hospital-based  medical 
stabilization,  free-standing  intensive  inpatient  treatment,  intensive  outpatient 
treatment,  outpatient  treatment,  long-term  residential  treatment,  recovery 
houses  and  extended  care  recovery  houses,  transitional/sobriety  housing, 
family  involvement,  and  school  alternatives; 

■  children's  services,  including  therapeutic  and  regular  licensed  child  care, 
child  care  at  specialized  alcohol  and  substance  abuse  outpatient  facilities, 
First  Steps  child  care,  and  foster  care  and  relative  placement; 

■  DSHS  policy  for  Child  Protection  Services  intervention; 

■  ancillary  support  services,  including  social  work,  transportation,  safe  hous- 
ing/shelter, WIC,  and  family  planning;  and 

■  sources  for  additional  information  and  training. 

In  addition,  the  protocol  contains  flowcharts  that  illustrate  the  steps  involved  in 
delivering  a  comprehensive  continuum  of  prenatal,  support,  substance  abuse  treatment, 
and  other  social  services  to  chemically  dependent  pregnant  adults  and  adolescents. 

Expanded  Coverage  of  Medicaid  Services.  To  help  finance  portions  of  the 
continuum  of  care,  Washington  Medical  Assistance  amended  its  Medicaid  program  in 
several  critical  ways.  Most  important,  as  part  of  the  enhanced  prenatal  benefits  package 
designed  under  First  Steps,  Medical  Assistance  added  targeted  case  management  for 
high-risk  pregnant  women  and  children  below  age  one  to  the  state  plan.  Unlike  most 
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programs  around  the  nation,  Washington  explicitly  identified  substance  use  and  sub- 
stance exposure  as  high-risk  factors  qualifying  women  and  infants  to  receive  case 
management  services. 

In  addition,  the  agency  modified  its  provider  participation  rules  to  allow  state 
and  local  substance  abuse  treatment  providers  to  qualify  as  First  Steps  case  managers 
and  to  bill  for  Medicaid  reimbursement.  The  agency  also  designed  an  interim  program 
to  use  state  social  workers  from  local  public  assistance  offices  to  provide  outreach  and 
case  management  services. 

All  maternity  case  management  providers  were  given  training  to  improve  then- 
skills  in  identifying  substance  use,  in  working  with  substance-using  women  and  their 
families,  in  understanding  what  resources  are  needed  and  available  to  these  clients,  and 
in  coordinating  state  and  local  prenatal  care  and  substance  abuse  treatment  services. 

The  component  that  maintains  coverage  for  infants  for  their  first  year  of  life  is 
unusual  among  state  care  coordination  programs.  This  extended  coverage  was  viewed 
as  critical  to  ensuring  that  disadvantaged  children,  particularly  substance-exposed 
newborns,  would  be  linked  to  needed  early  intervention  services. 

The  Medicaid  agency  also  added  coverage  of  hospital-based  medical  stabiliza- 
tion services.  Under  this  benefit,  Medicaid  will  pay  for  up  to  twenty-six  days  of 
intensive  inpatient  treatment  in  a  hospital-based  substance  abuse  program  for  pregnant 
adolescent  and  adult  women.  The  treatment  includes  medically  managed  detoxification, 
monitoring  of  medical  complications,  and  drug  and  alcohol  treatment. 

Finally,  the  Medicaid  agency  began  reimbursing  state-certified  alcohol  and  drug 
abuse  providers  for  performing  urinalyses.  A  critical  tool  for  monitoring  substance  use 
by  recovering  addicts,  urinalysis  testing  had  not  been  employed  as  frequently  as  desired 
by  public  agencies  because  of  its  high  cost.  Medicaid  reimbursement  for  this  service  has 
significantly  eased  this  problem. 

After  completing  these  initiatives,  state  interagency  workgroups  focused  their 
efforts  on  building  capacity  at  the  local  level.  In  communities  throughout  the  state, 
special  training  sessions  were  designed  and  conducted  with: 

■  welfare  agencies,  to  ensure  that  eligibility  workers  would  be  responsive  to 
the  needs  of  pregnant  substance  users; 

■  substance  abuse  agencies,  to  ensure  that  counselors  were  educated  on  the 
special  needs  of  pregnant  addicts; 

■  local  health  agencies,  to  ensure  that  public  health  staff  understood  the  special 
constraints  faced  by,  and  the  needs  of,  substance  users;  and 

■  members  of  the  legal  community,  to  inform  them  of  the  availability  of  new 
programs  as  alternatives  to  prosecution. 

The  HCFA  Demonstration  Project.  With  demonstration  grant  funds  from  the 
federal  Health  Care  Financing  Administration,  Washington  recently  implemented  its 
Yakima  First  Steps  Mobilization  Project,  also  known  as  First  Steps  PLUS.  A  coun- 
tywide  project,  First  Steps  PLUS  will  supplement  the  prenatal  care  and  substance  abuse 
treatment  systems  developed  in  1989  with  services  to  improve  women's  access  to  more 
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integrated  and  comprehensive  care.  Medicaid  will  cover  several  special  fea- 
tures, including: 

■  a  new  mobile  substance  abuse  assessment  worker; 

■  medical  stabilization  services  in  free-standing  settings  rather  than  hospi- 
tal settings; 

■  short-term  residential  treatment  programs  (under  a  waiver  of  the  IMD 
exclusion); 

■  enhanced  long-term  residential  treatment  for  pregnant  and  postpartum 
women  and  their  children  (also  under  a  waiver); 

■  maternity  case  management  at  enhanced  reimbursement  rates; 

■  provider  training  in  substance  abuse; 

■  an  expanded  media  outreach  campaign  to  enhance  case-finding  capacity;  and 

■  therapeutic  child  care  for  children  of  women  in  substance  abuse  treatment. 

The  project  will  assess  the  impact  of  enhanced  services  and  alternative  treatment 
options  on  the  costs  of  care  and  health  outcomes  of  women  and  children  in  Yakima 
compared  with  those  for  similar  populations  in  Chelan-Douglas  and  Cowlitz  counties. 
The  project  also  will  determine  the  cost-effectiveness  of  alternative  treatment  ap- 
proaches compared  with  standard  systems  of  care. 

Outlook 

Officials  in  Washington  are  pleased  with  the  progress  made  to  date.  The  cooperative 
efforts  of  a  wide  array  of  agencies  in  the  state's  Department  of  Social  and  Health 
Services  have  produced  an  innovative  and  integrated  approach  to  dealing  with  the 
problem  of  perinatal  substance  use.  Recent  outreach  initiatives  appear  to  be  increasing 
the  proportion  of  women  who  seek  alcohol  and  drug  treatment  services  early  in  their 
pregnancies.  The  Treatment  Protocol  for  Chemical-Using  Pregnant  Women  exemplifies 
the  comprehensive  perspective  that  has  guided  Washington's  efforts. 

Some  gaps  remain  in  the  state's  financing  and  delivery  systems.  For  ex- 
ample, some  outpatient  treatment  programs  have  been  unable  to  add  child  care 
services  because  they  cannot  meet  the  state's  building  and  space  standards.  Further- 
more, it  has  been  difficult  to  persuade  currently  licensed  child  care  programs  to 
provide  child  care  to  this  population. 

Although  the  availability  of  Medicaid  reimbursement  has  attracted  an  increasing 
number  of  substance  abuse  treatment  providers  to  register  as  First  Steps  case  manage- 
ment providers,  state  alcohol  and  drug  officials  acknowledge  that  using  substance  abuse 
counselors  as  case  managers  has  not  been  without  its  problems.  Because  they  have  an 
orientation  that  is  different  from  public  health  nurses,  substance  abuse  counselors  have 
had  difficulty  assuming  the  role  of  "helper"  and  "facilitator,"  given  the  traditional 
treatment  approach  of  teaching  addicts  to  "help  themselves."  To  date,  substance  abuse 
counselors  working  in  residential  treatment  settings  have  had  an  easier  time  with  case 
management  responsibilities  given  these  facilities'  orientation  toward  providing  com- 
prehensive services  in  one  location.  Moreover,  some  public  health  nurses  have  had 
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difficulty  dealing  with  chemical  abuse  by  pregnant  women  and  have  been  reluctant  to 
refer  them  into  treatment  because  of  their  fear  of  alienating  the  women. 
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Conclusion 


States  are  devoting  considerable  energy  to  finding  appropriate  solutions  to  the  problem 
of  perinatal  substance  use.  This  conclusion  is  supported  by  responses  to  the  NGA 
Survey  of  State  Programs  for  Substance-Using  Pregnant  Women  and  Their  Children 
and  information  collected  through  follow-up  interviews  with  ten  states.  By  1991, 
forty-four  of  fifty-one  states  had  formed  special  task  forces  or  workgroups,  composed 
of  representatives  from  multiple  state  health  and  social  service  agencies,  to  study 
women's  use  of  substances  during  pregnancy  and  its  implications  for  the  health  of  both 
mothers  and  children.  These  interagency  workgroups  have  consistently  found  that  an 
effective  response  to  meet  the  complex  needs  of  these  populations  must  draw  upon  the 
expertise  and  resources  of  numerous  state  agencies  and  programs,  including  Medicaid, 
maternal  and  child  health,  alcohol  and  drug  abuse,  and  child  welfare. 

The  ten  states  with  especially  innovative  initiatives  have  adopted  different 
strategies.  Yet  the  continuum  of  care  they  have  developed  for  pregnant  substance  users 
and  their  children  reflect  some  common  themes  and  characteristics. 

■  To  lay  the  groundwork  for  systems  development,  many  states  have  con- 
ducted statewide  prevalence  studies  to  assess  the  nature  and  extent  of 
perinatal  substance  use.  Needs  assessment  has  helped  identify  the  barriers  to 
treatment  and  the  gaps  in  services. 

■  In  most  states,  the  Governor  or  a  cabinet  member  has  exercised  strong 
leadership.  This  leadership  was  instrumental  in  facilitating  effective  and 
efficient  collaboration  among  the  multiple  service  agencies. 

■  States  have  succeeded  in  minimizing  punitive,  criminal  justice  responses 
to  the  perinatal  substance  use  problem  in  favor  of  prevention  and  treat- 
ment interventions. 

■  In  those  states  that  have  maintained  a  child  protective  services  response, 
programs  have  been  coordinated  with  public  health  interventions. 

■  Nearly  every  effort  has  significantly  expanded  the  number  and  accessibility 
of  residential  treatment  beds  for  women  and  their  children. 

■  Most  states'  strategies  have  included  an  intensive  case  finding  and  outreach 
component,  often  using  former  addicts  to  identify  pregnant  substance  users 
and  enroll  them  in  treatment  programs. 

■  In  most  programs,  case  management  has  been  the  critical  linchpin  of  the 
system  by  referring  women  to  needed  health,  substance  abuse  treatment,  and 
social  services. 
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■  Nearly  all  of  the  states  have  worked  to  provide  child  care  and  transportation 
services  in  order  to  facilitate  women's  access  to  treatment. 

■  To  assist  women  in  overcoming  their  addictions,  many  states'  alcohol  and 
drug  abuse  treatment  systems  also  have  addressed  their  educational  and 
vocational  needs.  After-care  plans  provide  continuing  support. 

■  To  respond  to  the  special  needs  of  women,  many  states  have  staffed  new 
treatment  programs  with  female  addiction  counselors. 

■  A  number  of  states  have  adopted  an  explicit  policy  to  give  pregnant  women 
priority  in  receiving  treatment  for  their  addiction. 

■  To  facilitate  effective  implementation  of  new  initiatives,  most  states  have 
conducted  training  to  educate  service  providers  about  the  special  needs  of 
substance-using  pregnant  women  and  their  children. 

■  Some  states  have  elected  to  intervene  on  behalf  of  substance-exposed  infants 
by  providing  early  intervention  and  parenting  education  services. 

■  To  maximize  the  use  of  state  and  local  dollars,  states  have  extensively 
broadened  Medicaid  coverage  of  substance  abuse  treatment  services.  Using 
optional  categories  such  as  rehabilitative  services,  clinic  services,  enhanced 
services  for  pregnant  women,  and  EPSDT,  they  have  added  a  wide  range  of 
services  under  Medicaid,  including  individual,  group,  and  family  counsel- 
ing; intensive  outpatient  treatment;  day  treatment;  methadone  maintenance; 
and  case  management. 

Despite  the  promising  initiatives  of  these  ten  states,  problems  persist  in  the 
accessibility,  capacity,  and  integration  of  systems  of  care  for  pregnant  substance  users 
and  their  children.  Although  states  have  significantly  expanded  their  treatment  capacity 
and  made  efficient  use  of  resources  to  serve  women  who  have  problems  with  substance 
use,  existing  systems  cannot  support  the  estimated  number  of  women  who  use  alcohol 
and/or  other  drugs  during  pregnancy  and  thus  need  assistance.  Despite  increased 
awareness  and  understanding  that  women  require  a  broad  and  unique  range  of  special- 
ized services,  the  number  of  programs  providing  these  specialized  services  is  inade- 
quate. Residential  care  is  especially  inadequate  given  the  insufficient  number  of 
programs  that  allow  women  to  enter  treatment  with  their  children.  In  many  areas, 
women  in  need  of  help  are  reluctant  to  seek  care  because  they  fear  they  will  be 
prosecuted  and/or  that  their  children  will  be  removed  from  their  custody.  More 
effective  outreach  to  these  women  is  needed  even  in  light  of  system  capacity  issues. 

The  impressive  progress  that  states  have  made  in  integrating  systems  of  care  has 
not  always  translated  down  to  the  local  level.  In  many  communities,  public  health  and 
child  welfare  systems  continue  to  experience  problems  in  working  collaboratively  with 
families.  Moreover,  certain  federal  regulations  impede  states'  efforts  to  implement 
specialized  programs  for  pregnant  women.  For  example,  the  current  IMD  exclusion 
under  Medicaid  has  discouraged  many  states  from  expanding  residential  care  for 
pregnant  women  and  their  infants.  Finally,  although  most  states  are  participating  in  a 
federal  demonstration  project,  very  few  have  established  formal  mechanisms  to  coor- 
dinate their  operations  or  have  incorporated  the  lessons  learned  from  these  projects  into 
state-level  policy  and  program  planning  and  development. 
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Meeting  the  multiple  and  complex  needs  of  pregnant  substance  users  and  their 
children  is  one  of  the  most  serious  challenges  facing  state  governments  today.  An 
appropriate  and  effective  response  requires  an  extensive  and  ongoing  collaborative 
effort  by  a  broad  array  of  health,  alcohol  and  drug  abuse,  child  welfare,  and  social 
service  agencies— an  undertaking  that  is  extremely  difficult  to  achieve.  Yet  it  is  also 
difficult  to  identify  populations  who  are  more  deserving  of  such  an  investment  of  energy 
and  resources  than  addicted  mothers  and  their  children. 
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